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The complete answer 
fi r macrocytic anzemias 


ANAHAEMIN ’ 


Literature and specimen packings are available on request 


THE BRITISH DRUG HOUSES LTD. (Medical Department) LONDON N.1 











(x FORD MEDICAL PUBLICATIONS 


SEE PaGE 2 


STANLEY RIVLIN 
(SURGEON LONDON VARICOSE CLINIC) 
on 


y 481c0cn VEINS 
AND THBIR COMPLICATIONS 
... the author is to be conqpeteseped. 
This is a book to buy. The Pract ‘itioner 


Wm. Heinemann 108 64 


Second Edition 


URGERY=: A TextTsook ror STUDENTS 


By CHARLES AUBREY PANNETT, B.Sc., M.D., F.R.C.S. 

Prete of Sur ery, Jae, bs London; Director of the 

— Unit, St. a A 's Mere Been London ; sometime member 

e Court of . Eng., and Examiner to the 
Universities of al Landen, 1 ences, and Cardiff. 


769 + xiv Price 27s. 6d. net, plus 1s. postage 
Extensively illustrated throughout the text 





The book has been completely revised to incorporate advances 

in surgery since the issue of the first edition. At the same time 

matter has been avoided, so that the book remains 

&@ presen n of modern surgery of moderate size. The character 

of the book has been preserved but the additional matter makes 

it more generally useful to cate: _— as well as undergraduate 
udents. 


Hodder & Stoughton Ltd., 20, Warwick-square, London, E04 








|? paneer OF THE EAR, NOSE AND 
’ THROAT IN CHILDREN 


By T. G. WILSON, M.B., F.R.C.S.I. 
Ear, Nose and Throat Surgeon, Dr. Steevens’ Hospital, Dublin 


296 pages 136 illustrations Prospectus available 708. net 
Wm. Heinemann Medical Books Ltd., Gt. Russell-street, W.C.1 


Second Edition 
HE CARE OF TUBERCULOSIS IN THE 
HOME 
By JAMES MAXWELL, M.D., F.R.C.P. 
Physician, Royal Chest Hospital ; Physician to the 
Ministry’s Mass X-ray Unit ; Consul Physician, 
Royal National Sanatorium, Douragunowss 3 late 
Physician, St. Bartholomew’s Hospital 


Demy 8vo 114+xii Illustrations 7s, 6d. net, plus 4d. postage 
Hodder & Stoughton Ltd., 20, Warwick-square, London, B.C.4 


Sizth Edition ° Now available 
RINCIPLES OF MEDICAL STATISTICS 
By A. BRADFORD HILL, C.B.E., D.Sc., Ph.D., F.R.S. 

Demy 8vo 314+x 10s. 6d. net, plus 6d. postage 


Revised and enlarged (containing a new chapter on Clinical 
Trials and 16 pages of random sampling numbers). 


The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2 





Unrrep STaTes OF AMERICA AND CANADIAN SELLING RIGHTS 
HELD BY OxFroRD UNIVERSITY Press, INC. 
114, Fifth Avenue, New York 11, N.Y., U.S.A. 





1956 CURRENT THERAPY 


400 of the most effective treatments now known to medical science. 


The coverage of 1956 CURRENT THERAPY constitutes a complete reference on treatment, not merely recent 
advances alone. The material is all original and is written by 279 American Authorities. Each contributor was 
chosen as the physician best qualified to give the description of a particular therapeutic method. CURRENT 
THERAPY commenced publication in 1949, since when it has gained in popularity each year. No other publica- 
tion can match its usefulness as a concise and complete compendium of modern therapy for the clinician. 


Edited by HOWARD F. CONN, M.D. 


632 pages. 77s. 





W. B. SAUNDERS COMPANY LIMITED 


7, Grape Street, LONDON, W.C.2 
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PENIDURAL 


Oral Suspension 


The word *Penidural ” is a registered trade mark. 


Wyeth 














JOHN WYETH & BROTHER LIMITED, 


Safe, Reliable, Efficient 


PENIDURAL, the safe oral suspension of penicillin, 
is a reliable weapon in the treatment of many 
infections. 

The penicillin is absorbed from the intestine and 
results in therapeutic blood levels in the patient 
which deal efficiently with the penicillin-susceptible 
organisms. 

PEwIDURAL Oral Suspension, is a palatable 
preparation and its administration by mouth is 
simplicity itself. One teaspoonful (5 c.c.) six- 
hourly is sufficient to deal successfully with most of 
the pathological processes caused by Streptococci, 
Staphylococci and Pneumococci. 

PENIDURAL Oral Suspension contains 300,000 
units Benzathine Penicillin to each large teaspoon- 
ful (5 c.c.) and is supplied in bottles containing 
60 c.c. 4 

Oral PENIDURAL is also available in tablets, 


each containing 200,000 units of Benzathine 
Penicillin. 
Clifton House, Euston Road, London, N.W.1 





a proved 
mental relaxant 


ELIXIR vain GABATL . 


Distributors: 


ANGLO-FRENCH 
11-12 Guilford Street, 


LTD. 
Le OF | 


DRUG CO. 


London, 
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SECOND EDITION 





2116 pages 


DISEASES OF INFANCY AND 


by FIFTY-EIGHT CONTRIBUTORS 


342 illustrations 


CHILDHOOD 


Edited by the late Sir LEONARD PARSONS, F.RS. 
and SEYMOUR BARLING, C.M.G., M.S., M.Ch., F.R.C.S. 
Assisted by CLIFFORD G. PARSONS, M.D., F.R.C.P. 
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OXFORD MEDICAL 





PUBLICATIONS 


DISEASES OF THE NERVOUS SYSTEM 
by Sir RUSSELL BRAIN, Bt. D.M,, P.R.CP. 


*Comprehensiveness and clarity have made Sir Russell’s book a firm favourite alike with students, with 
practitioners and with neurologists. —THE LANCET. 


FIFTH EDITION 1014 pages 91 illustrations 55s. net 
PERSONALITY CHANGES FOLLOWING FRONTAL 
LEUCOTOMY 


A Clinical and Experimental Study of the Functions of the Frontal Lobes in Man 
by P. MACDONALD TOW, PA.D., M.B., B.S., M.R.C.S. 
With a Foreword by Sir RUSSELL BRAIN, Bt. 


*The value of this book lies particularly in its attempt at personal assessment of all cases by quantitative 
methods where possible. For the clinician its usefulness is increased by the follow-up of cases for several 
years after operation. ’—JOURNAL OF NEUROLOGY, NEUROSURGERY AND PSYCHIATRY. 


278 pages 27 illustrations 35s. net 
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168 pages 25s. net 
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PENICILLIN 
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TENTH EDITION 286 pages 39 illustrations 18s. net 


OXFORD UNIVERSITY PRESS 
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Published by the Year Book Publishers Inc., Chicago : 
MANAGEMENT OF PAIN IN CANCER 


Edited by M. J. SCHIFFRIN, University of Illinois College of Medicine 


CONTENTS : Systemic Analgetics, Nerve Blocks for Pain in Malignancy. Neurosurgical Aspects 
of Pain Management. Humoral and Chemical Palliation of Malignancy. Surgical Procedures in 
Control of Pain in Advanced Cancer, Radiation Therapy in the Relief of Pain in Malignant Disease. 
Psychological Aspects of Pain in Terminal Malignancies. 


1956 4} x 63 230 pages, illus. 33s. 


ADVANCES IN PEDIATRICS Volume VIII 


Edited by S. Z. LEVINE 


CONTENTS: HODES, H. L.: The Etiology of Infantile Diarrhea. LEVINE, S. Z., and others : 
Isosexual Precocity in Boys Including a Case of Gonadotropin-Producing Teratoma. McGOVERN, 
J. P., and MERRITT, D. H.: Sarcoidosis in Childhood. MILLER, H.C. : Offspring of Diabetic and 
Prediabetic Mothers. SMITH, M. H. D. : Subdural Lesions in Childhood, with Special Reference 
to Infectious Processes. WHEATLEY, G. M. : Prevention of Accidents in Childhood. YANNET, H. : 
Mental Deficiency. 


1956 6x9 273 pages, 47 illus. 62s. 


Distributed in the United Kingdom by 


INTERSCIENCE PUBLISHERS, LTD. @® 
88-90 CHANCERY LANE, LONDON, W.C.2 











Clinically effective in — 
PERNICIOUS ANAEMIA 


NUTRITIONAL 
MACROCYTIC ANAEMIA 


MACROCYTIC ANAEMIA 
OF INFANCY 


ANOREXIA 


GROWTH RETARDATION 
IN CHILDREN 


TROPICAL AND 
NON-TROPICAL SPRUE 


NEUROLOGICAL 
MANIFESTATIONS OF 
PERNICIOUS ANAEMIA 







BIOPAR 
TABLETS 


provide effective ORAL replacement 


of injectable Vitamin B12 in ALL con- POLYNEURITIS 
ditions considered previously as amen- OSTEOARTHRITIS AND 
able to injected Vitamin Biz only. OSTEOPOROSIS 


DIABETIC NEURITIS 
ALCOHOLIC NEURITIS 
TRIGEMINAL NEURALGIA 
MIGRAINE 

HERPES ZOSTER 


Write for literature and samples to : 


THE ARMOUR LABORATORIES 
HAMPDEN PARK - EASTBOURNE - SUSSEX 
Telephone : Hampden Park 740 Telegrams : Armolab, Eastbourne 
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THE SEARCH FOR VITAMINS 








Unlike most natural substances, vitamins 
were appreciated long before they were 
identified and before their chemical and 
physiological properties were studied. 
Thus, beriberi in the Japanese navy was 
controlled by dietary measures several 
decades before the isolation of thiamine. 


Marmite, too, was popular long before its 
vitamin content was suspected and before 
its beneficial effects in nutritional macrocytic 
anaemias and in vitamin B complex defici- 
encies were recognised. Its haemopoietic 
properties were demonstrated in 1931 and 
subsequent analysis showed the presence of 
folic acid, as well as of every other known 
member of the vitamin B complex. Marmite 
is palatable and easily administered. It 
therefore constitutes a useful source of 
these essential nutrients. 


MARMITE 


yeast extract 


Literature on request 


MARMITE LIMITED, 35 SEETHING LANE, LONDON, E.C.3 
5601 


WHEN PRESCRIBING CHLORODYNE 
medical men should be 
particular to specify 


‘Collis Browne 


SHLORODYNE 
NY 
N ya 4 : 





N 
WR 


The Original and 


only genuine Chlorodyne 














used with unvarying success 
by the Medical Profession 
in all parts of the 
for over 100 YEARS 


world 


Always insist on 
Collis Browne’s’’ 


THERE |S NO SUBSTITUTE 


**De. 














A convenient form 
in which to administer 
Aluminium Hydroxide 

treatment 


®DROXALIN enables Aluminium 
Hydroxide to be administered in an exceptionally 
palatable form. 


® DROXALIN tablets are smooth, pleasant- 
tasting and break down easily in the mouth. They 
are, therefore, completely acceptable to the 
gastric patient. The tablets are individually and 
hygienically sealed in sets of six. 
Professional samples available on request 


@ Aluminium Hydroxide 
@ Magnesium Trisilicate 


ACTIVE INGREDIENTS 











Prescribed on Form E.C.10. 








Manufactured by SCOTT & TURNER LIMITED 
ANDREWS HOUSE, NEWCASTLE-ON-TYNE 
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They’re new 
TRIPLE ANTIBIOTIC TROCHES 





Each troche contains three potent antibiotics—Zinc Bacitracin, Polymyxin B 
Sulphate, and Neomycin Sulphate. 

These in combination are highly lethal to many of the organisms of the mouth and 
throat that may cause tonsilitis, pharyngitis, stomatitis and gingivitis. 

Streptets are indicated for the local treatment of superficial oral infections and 

as a prophylaxis against secondary infection in dental and oral surgery. 


Streptets are supplied in bottles of 20 troches 


S ft re pt e ts C.18. Silver spatula used as tongue 


depressor. From a catalogue in the 


7 Wi -, ic ; ;. 
Wy th ellcome Historical Medical 
Museum. 


The word * Streptets’ is a registered trade mark 
John Wyeth & Brother Limited, Clifton House, Euston Road, London, N.W.1 
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DUACTIN is a convenient combination of 
a very effective therapeutic agent for morning 
sickness — pyridoxine hydrochloride — and 


phenobarbitone. oY aetna 
Treatment consists of 2 tablets 3 times on the 
first day (6 tablets), followed by 3-4 tablets pc ont bi a 
daily on the next 4-5 days. Sela 
DUACTIN is available in packs of 20, 100 
and 250 tablets. Ne Reese 
DUACTIN nae 
eo@ @ 3 on request 


Pyridoxine hydrochloride .................20 mg. 





Phenobarbitone —.............. 16 mg. 


ORGANON LABORATORIES LTD. 


BRETTENHAM HOUSE - LANCASTER PLACE - LONDON, W.C.2 
Telephone: Temple Bar 6785/6/7, 0251/2 Telegrams : MENFORMON, RAND, LONDON 
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Winter 
leaves a legacy... 


She’s absent from work again and literally 

feeling ‘under the weather.’ In her case — 

and in so many others at this time of year — 
winter has taken its toll of energy reserves and 

has reduced resistance to infection. 

It is now that Collotone does so much to maintain 
well-being in young and old. An easily 





Each fl. oz. (28 ml..) contains: 


Green iron sod smmonion citrate B.P.C. 3 H ; > assimilated tonic, it contains just those elements 
See oe 6 6SeeeeNr ers 
“a - Lg vomica B.P, rk pre he eaaeas help run-down patients 
Caffeine citrate B.P.C 170 mg. 


greet the future with a springy step. 


(4 © it, it, © ap ©) IN| 15 THE CROOKES LABORATORIES LTD 
PARK ROYAL LONDON N.W. 10 
Basic N.H.S. cost 34d. per fl. oz. Packings—4, 8 and 80 oz. 
Literature sent on request 








PAINFUL GUT 


*Merbentyl’ deals with all painful spastic conditions 

: of the gastro-intestinal tract. It both blocks the 
parasympathetic nerve endings and directly relaxes 
smooth muscle. This dual action gives full relief with- 
out the unpleasant side reactions (changes of heart rate, 
mydriasis, cycloplegia, dry mouth, etc.) normally associated 
with natural and synthetic anticholinergic agents. 


Regd. 
“Merbentyl’ is available in tablets (each containing 10 mg. 
diethylaminocarbethoxybicyclobexyl hydrochloride), and as a syrup (each 
f ¢.t. containing 10 mg. ‘Merbentyl’), Also combined with 


Phenobarbitone (13 mg. (gr. }) per tablet or 5 ¢.c. syrup). 











BLESSING OF 
CHEAP CYDER 
From a Lishograph 
by Wm. Heath. 


Even on the highest dosage (8 tablets per day) the basic cost to the N.H.LS. is less than 7d. 


distributed throughout the U.K. & Eire by RIKER LABORATORIES LTD., LOUGHBOROUGH, LEICS. fo she Wm. S. Merrell Co., London. 


6 
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will help your elderly patients 


‘OVALTINE’ is a wholly beneficial nutrient beverage.’ It is a nourishing and 
sustaining dietary supplement of acknowledged worth in helping to build up bodily strength 
to withstand the frailties and risks which may accompany the declining years. 


Its concentrated nourishment—provided by malt, milk, cocoa, soya and eggs, and 
added vitamins—is in a form which even weak or impaired digestive systems will 

readily accept. When solid food cannot be taken or mastication is difficult, ‘Ovaltine’ 
will prove an easy and convenient means of administering necessary nutriment. 


Delicious, soothing and nourishing at all times, it is particularly advantageous 


at bedtime, since it helps to promote the conditions favourable to natural, restful sleep 
during which its restorative ingredients can be fully utilized by the body. 


Vitamin Standardization : 
per oz.—Vitamin B;, 0.3 mg.; 
Vitamin D, 350 i.u.; Niacin, 2 mg. 


A. WANDER LIMITED, 42 Upper Grosvenor Street, London W.1. 





Manufactory, Farms and ‘Ovaltine’ Research Laboratories:—King’s Langley, Herts. 
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Save time on urine tests with . 





TRADE MARK 


Reagent Tablets 
for the detection of Glycosuria 


CLINITEST anu AGETE 


TRADE MARK 


Reagent Tablets 
for the detection of Ketonuria 


Both tests performed simultaneously in one minute ! 


4 
a 
s 
4 
te 
Z 
Z 


CLINITEST 


No external heating - No measuring of reagents 
Approved by the Medical Advisory Committee of 


the Diabetic Association. The ‘Clinitest’ set, refills 


and accessories are all available under the N.H.S. on 
Set 6/8 


Form E.C.10. (Basic Drug Tariff Prices : 
complete. Refill bottles of 36 tablets 2/4.) 


CLINITEST 
HOSPITAL EQUIPMENT 


An invaluable time-saver in wards and clinics. 
Write for details and hospital prices. 


B) 


THE AMES COMPANY (LONDON) LTD. 
Nuffield House, Piccadilly, London, W.1. Telephone : REGent 5321 
Orders for Ames Products should continue to be sent to the sole distributors for United Kingdom and Eire 
DON S. MOMAND LTD. 58 Albany Street, London, N.W.1. rv 


Specialists, General Practitioners, Clinics and 
Hospitals in all parts of the country have used and 
prescribed ‘Clinitest’ Reagent Tablets since 1947. 
Many valuable hours have been saved. Now after 
intensive research work and clinical trials the 
makers of ‘Clinitest’ Reagent Tablets have pro- 
duced ‘Acetest’ Reagent Tablets for the detection of 
Ketonuria. With ‘Clinitest’ and ‘ Acetest’ Reagent 
Tablets, reliable routine sugar and acetone tests can 
be carried out simultaneously in one minute! 












The advantages of ACETEST 
Reagent Tablets 


Quick and reliable, a single tablet provides all the 
reagents to perform a test. Low cost permits this 
tablet test to be used asa screening procedure or asa 
routine for diabetic patients. No danger of false 
positives with normal urine. No caustic reagents. 


TO PERFORM A TEST: 

I Poti drop of urine on tablet. 

2 Take reading at 30 seconds. 
Compare tablet to colour chart 
provided. 

3 Record results as negative, 
trace, moderate or strongly 
positive. 

Supplied in bottles of 100 tablets 

with colour scale. 


ieee 


‘Acetest’ Reagent Tablets 
(diagnostic nitroprusside tabs.) 
are also available under the 
N.H.S. on Form E.C.10. Basic 
Drug Tariff price 3/10 per bottle 
of 100 tablets (with colour scale). 





REFERENCES 


(1954) ‘Clinical Tests for peg 
gn pp. 801/804 


(1954) ‘ Medicine aie May, p. 289 
(1954) ‘ Practical Clinical lacie 7 
‘sinemann, p. 74 


(1954) ‘ Clinical Tests for — 
” July 10th, p. 95 
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Strength, lightness and resistance to water 


combine to make this new type of plaster of Paris 


bandage much more economical in use 


Very hard, water resistant casts result when plaster of 
Paris is polymer reinforced. That is why Gypsona 
‘Extra’ has, in addition to all Gypsona’s well-known 
qualities, these extra advantages : 

Durability 

Gypsona ‘ Extra’ casts outlast all other plaster casts and are 
more resistant to damage and the effects of water. 

Lightness 

Casts are thin, comfortable to wear, and therefore allow better 
functional treatment. 

X-rays 

Thinner casts permit greater clarity in X-ray photographs. 
Cleanliness 

Negligible plaster loss means less mess and a saving of time. 


Economy 

When the recommended method of application is followed, 
two Gypsona ‘ Extra’ bandages will do the work of every three 
plaster bandages now used, and a more durable cast results. 


a 





(Gypsona standard bandages remain available for those cases 
where the special qualities of Gypsona ‘ Extra’ are not required) 
An (§ 


‘\, 


~‘ 
Ni} product 





DETAILS FROM SMITH & NEPHEW LTD - WELWYN GARDEN CITY « HERTS 
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A new compound 





(4,4’- diacetoxy - diphenyl)-(pyridyl-2) - methane 


Qutlcolax 


Regd. Trade Mark 


Contact Laxative 


free from systemic effects 


Enteric Coated Tablets 


act overnight 


promptly empty the lower bowel 
replacing the enema 


Supplied Tablets (enteric coated) of 0.005 g. 
Bottles of 30 and 200 
Suppositories of 0.01 g. Boxes of 6 and 50 


LEWIS LABORATORIES LTD., LEEDS 9 
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By preparing 
the water-soluble so- 
dium salt of chloram- 
phenicol succinic ester 
CARLO ERBA have 
finally solved the the- 
rapeutic problem of 
parenteral (intramuscu- 
lar, intravenous, intra- 
spinal) and topical 
(aerosol, intrabron- 
chial, intrapleural, etc.) 
administration of this 
&ntibiotic. 


KEMICETINE 


Succinate \ 








The first 


cae po 








Soluble 


chloramphenicol 









. 
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reducing 
e 

risk of 

reducing 


RELUDIN 


brand of 2- phenyl - 3 - methyl - tetrahydro - I, 4- oxazine - hydrochloride 


* PRELUDIN—the appetite controlling 
agent that doesn’t raise the blood pressure 
PrRELUDIN is the safest possible weight- 
reducing treatment for all obese patients 

cardiovascular 
disorders or hypertension. Here, for the first 


particularly those with 


time, is a powerful appetite controlling agent 
that curbs the appetite, breaks the psycho- 
genic overeating habit, and controls food 
intake without serious side effects. It enables 





the patient to lose weight safely and without 
mental strain by strengthening adherence to 
a prescribed diet. PRELUDIN in recom- 
mended dosage does not raise the blood 
pressure and does not create excessive mental 
stimulation. It is,the prescription of choice 
in all cases of obesity—especially those with 
cardiovascular disorders—because it reduces 
the risk of reducing. 

Preludin—the safe prescription for obesity 


Manufactured and distributed in England by Pfizer Ltd., Folkestone, Kent, for 
C. H. Boehringer Sohn, Ingelheim am Rhein, 


Registered proprietors of the trade mark. 


* Regd. Trade Mark. 
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The original 


Lente Insulins 














Novo Lente Insulin 


Novo Semilente Insulin 





Novo Ultralente Insulin 


All available in 40 and 80 units per ml. 







EVANS 


MeoicAL 





534 


EVANS MEDICAL SUPPLIES LTD - LIVERPOOL AND LONDON 
13 
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to live in freedom... 


Treatment with EPANUTIN gives four out of five epileptics 

the freedom to live a normal life. It enables them to work as others 

do and to enjoy pleasures normally beyond their reach. It 

prevents or greatly decreases the severity of the patient’s 

; seizures with minimal hypnotic or narcotic effects. In cases where 
an added sedative effect is necessary 


EPANUTIN & PHENOBARBITONE 










is an effective combination. 


‘ 
Epanutin ¢ Phenobarbitone capsules 
containing 0.1 g. (14 grains) Epanutin ( phenytoin 
sodium) with 0.05 g. (2 grain) phenobarbitone 
may also be usefully employed in the transition from 
phenobarbitone to Epanutin. 


EPANUTIN 


@ Epanutin Capsules (1} grs.) 
and Epanutin with 
Phenobarbitone Capsules 
are obtainable in bottles of 
100 and 1,000, 








HP): ” ‘ | 
+:2* PARKE, DAVIS & Company, Limited (inc. U.S.A), Hounslow, Middlesex. Tel.: Hounslow 236} 
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LOCAL ANAESTHESIA 





INFILTRATION ANAESTHESIA demands a 
satisfactory spread of anaesthetic solution. 
It is especially valuable in the outpatient 
department in cases where general anaes- 
thesia is contra-indicated. 


A CLEAR CASE FOR HYALASE, the enzyme 
hyaluronidase. 


HYALASE greatly enhances the spread 
and absorption of the anaesthetic. It can 
be easily combined with the local anaes- 
thetic with or without adrenaline, produc- 
ing a greater area of anaesthesia of satis- 
factory duration. 


HYALASE can be successfully applied 
whenever infiltration anaesthesia is the 


method of choice. 


FULLY-DESCRIPTIVE LITERATURE 


is available and a Technical | 
Information Service is al- 


ways at your disposal. 





A clear case for HYALASE 





BENGER LABORATORIES LIMITED * HOLITES CHAPEL * CHESHIRE BENGER 





1.9. (REV) ROODUCT 
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Cicntrin 


to counter 
the 
changing Free 
0 






All the available evidence 
of the development of 
bacterial resistance 
points to the need for asafe 
and effective means of 
securing control of local 
infections without the 
employment of those 
antibiotics which are of 
greatest value for 
systemic use. 


bacterial 
* — pasistance 


a new advancein wound therapy: 


CICATRIN POWDER has advantages FORMULA: Each gramme contains: 
over existing modes of. wound therapy Neomycin Sulphate 5 mg. 
for the following reasons:— Zinc Bacitracin 250 units. 


1-Cystine 2mg. 
* is bactericidal and bacteriostatic. 


dl-Threonine 1 mg. 
* minimises the risk of the development 


Glycine 10mg. 
: PACK: 15gramme polythene sprinkler. 
of resistant strains. 


PRICE: 6/- (plus P.T.) 

* is effective against most of the patho- 
gens including those resistant to 
penicillin and streptomycin. 

* Healing is stimulated by selected 
amino acids. 





* is not cyto-toxic. 


amino acid and 
antibiotic powder 


* is active in the presence of blood and 
tissue exudates. 


* is non-allergenic. 


CREWE: LONDON: 

Telephone: C A L M I CG L I M | T e D 2 Mansfield Street, W.1 

Crewe 3251-5 Tel: LANgham 8038-9 
CN1 
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“VISTER | 


VISMARA TERAPEUTICI 
CASATENOVO (COMO) ITALY 










evidence collected over two 
years has confirmed the value of 


antemovis 


anti-haemorrhagic factor of platelets 
in controlling bleeding in medical and surgical conditions 





available in boxes of 5 ampoules of 5 mg of double sulphate of 5-hydroxytryptamine and creatinine 


for intravenous, intramuscular, topical use 


Literature on request 
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Pursuing his normal (pH) business 


Benjamin McDougall, Esq., is a typical 
hard-pressed businessman. Year after 
year he carries a heavy burden of worry- 
ing responsibility. Peptic ulcers trouble 
him at intervals and the threat of them 
is always present. 


A clear case for ALUPHOS TABLETS 
Aluphos Tablets, alone of common ant- 
acids, buffer the gastric secretion to pH 
2.0—2.5—a normal value at which 
peptic digestion is not inhibited. 





BENGER LABORATORIES LIMITED - HOLMES CHAPEL 






=p 


As a buffer, Aluphos Tablets act quickly 
and remain effective for several hours. 
Aluphos Tablets cannot cause ‘acid 
rebound’ and there is no risk of alka- 
losis. They are non-constipating. Mr. 
McDougall will appreciate Aluphos Tab- 
lets because they are palatable, portable 
and efficient. 


Aluphos Tablets are economical— 
the basic N.H.S. price is 2/7d. per 
box of 50 tablets. 









A 


PRODUCT 





CHESHIRE 
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In the treatment of allergic conditions 
y regd. trade mark 
the antihistamine for use in the treatment of 


all diseases of allergic origin and related conditions 


Available 

Tam c-te) (ote 
orelahellallale me mile 
Tam ey-(ol dials medi 
710m 100 tare 10) 0) 
ma dct-ieidley-telismels 


N.H.S. Form E.C.10 


Geigy Pharmaceutical Company Ltd 
Rhodes, Middleton, Manchester 


Se a 4 Fn 





P.H.89 
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Transvasin 


brings the - of NICOTINIC ACID 
SALICYLIC ACID 
& 





p-AMINOBENZOIC ACID 
to the focal point of 
soft-tissue rheumatism 





7 
ae The esters in Transvasin, a 


new preparation developed 
by Hamol S.A., our Swiss 
associates, readily pass the 
skin barrier in therapeutic 
quantities and enable an 
effective concentration of the 
drugs to be built up where 
they are needed.* Transvasin 
not only induces vasodilation of the skin with a super- 
ficial erythema, but also brings about a deep hyper- 
aemia of the underlying tissues. It is non-irritant, 
and can be safely used on delicate skins. It is now 
being widely prescribed with successful clinical 
results. Since a very small quantity is sufficient for 
each application, the costoftreatmentis extremely low. 





Salicylic acid tetrahydrofurfuryl-ester 14% 


Nicotinic acid ethyl-ester 2% 
Nicotinic acid n-hexyl-ester 2% 
p-Aminobenzoic acid ethyl-ester 2% 
Water-miscible cream base ad 100% 


*Therapeutische Umschau VIII, 1952, 10, 143 


Transvasin is available in 1 oz. tubes, basic price 2/6 plus 
9d. P.T., and is not advertised to the public. Samples 
and literature will be gladly sent on application. 


LLOYD-HAMOL LTD., 11 WATERLOO PLACE, LONDON, S.W.1. WHITEHALL 8654/5/6 


Transvasin is the registered trade mark of Lloyd-Hamol Ltd. 
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the best things in life are not free. . . 
from hyperacidity 


Most patients know when their hyperacidity is caused by over 
indulgence in food, tobacco or drink. When the cause is not 
obvious, the doctor may trace gastric distress to emotional 
strain and nervous tension. In any case, the causes are not 
easy to remove, but the symptoms are—with Gelusil. 

Gelusil promptly and effectively controls the excessive gastric 
acidity of “ heartburn” and chronic indigestion. Its action is 
sustained, and side-effects do not occur. Gelusil leaves the 
patient free from constipation and “acid rebound ”’. 


Dose: 2 tablets after meals, or whenever symptoms arise. 


Formula: Each tablet contains Magnesium Trisilicate 7.5 gr. 
and Aluminium Hydroxide gel 4 gr. 


Packing: In packs of 20 and 50 tablets. Packs of 500 
available to chemists for dispensing. 


WILLIAM R. WARNER & CO. LTD., POWER ROAD, LONDON, W.4. 
21 
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Daraprim * is tasteless and 
well tolerated, and causes no 
skin discoloration. It is 
supplied as 25 mgm. tablets in 
packs of 6. 30 and 1000 


REFERENCES 
(1952) Ann. Soc. belge Med 
trop., 32, 91. 
(1952) An. Inst. Med. trop., 
Lisboo, 9, 563 
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How they fought 
maliaria 


in Kasongo-Mumema 


A victory of major importance was won against 
Malaria in 1951. Won at a region near Elizabethville 
in the Belgian Congo called Kasongo-Mumema. 
And this after the dry season, when the Sporozoite 
Index rises. 

Between 3rd September and 15th December, 1951, 
weekly distributions of the new drug, ‘ Daraprim’, 
were made. The results speak for themselves : 


PLASMODIAL INDEX 





| BEFORE AFTER 


3 Sept. (24 Sept. “4 Oct. | 22 Oct. | 19 Nov. | 17 Dec. | 








m | 1951 | 1951 | 1951 1951 | 1951 
| Proportion Re = 
infected | 40/183 | 11/172 | 6/170 | 4/158 | 2/149 | 0/161 
. ———}+—— 
| Nil 


°% Infected | 21-9 64 | 35 25 | 13 


' 
I 


On the 26th March 1952 the Index was still negative. 


Evidence of this kind shows the major role that ‘ Daraprim' 
can play in suppressing malaria in a community. 


“DAB ANLPLB LET 9 


BRAND 
PYRIMETHAMINE 


In the French Union, Tunisia and Morocco pyrimethamine is available 
under the trade name ‘ Malocide* 


WELLCOME & CO: (tHe wetcome rounpsTION LTD) LONDON 


ASSOCIATED HOUSES : 


AUCKLAND * BOMBAY « BUENOS AIRES: CAIRO : CAPE TOWN * DUBLIN - KARACHI * MONTREAL - NEW YORK - RIO DE JANEIRO - SYDNEY 





bo 
to 
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Now 





OROVITE ELIXIR 


is available ! 


To restore metabolic balance when high doses 
of the vitamin B complex are needed 


The new fluid form of Orovite — Orovite Elixir — has been prepared 
for children, the aged and for those who, for whatever reason, (e.g. 
nausea in early pregnancy), find the ingestion of tablets difficult. 
Children appear to absorb vitamins from the gastro-intestinal tract 
with extreme facility so that parenteral injection is required only 
rarely and in cases of severe illness. In other cases, tablets may be 


preferred and these are already being found of great value. 


INDICATIONS 

1. To promote recovery after such infections as influenza, pneumonia, 
enteritis and measles. 

2. For severe debility following operation or illness. 

3. To promote psychological well-being in children and old people. 


4. For maintenance of a high vitamin intake after an initial course of 


injections of Parentrovite. 


DOSAGE: orovire eLixtr—t-3 teaspoonfuls, three times daily, preferably at breakfast, 
lunch and tea. It can be taken undiluted or with a little water. 
OROVITE TABLETS—1-3 tablets daily. 


notr—lIn each case. the dose should be accompanied by two 100 mg. tablets of Ascorvel (vitamin C). 


FORMULA 
Two tablets or one fl. oz. of Elixir contains : 
ANEURINE HYDROCHLORIDE B.P. 100 meg. 
NICOTINAMIDE, B.P. 400 mg. 
RIBOFLAVINE, B.P. 10 mg. 
PYRIDOXINE HYDROCHLORIDE, B.P.C. 10 mg. 
Note —One half fl. oz. of Elixir is 
equivalent to one Orovile tablet. 
PRICES 
TABLETS | ELIXIR 
Pack Basic Price 4% Pack Basic Price 
to N.H.S. ' to N.H.S. 
25 Tablets 9. § 6 fl. oz 10/- 
100 Tablets 30/- ! 40 fl. oz. 50’. 
500 Tablets 130/- : 





VITAMINS LIMITED 





(Dept 3.1.) UPPER MALL, LONDON, wW.6. 
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The safe 
anticholinergic agent 


for 


Peptic Ulceration 


















A large number of cases of peptic ulceration 
have been successfully treated with 
‘*Pro-Banthine’’. By its anticholinergic action 
inhibiting transmission of neural stimuli at 
both sympathetic and parasympathetic ganglia 
and at parasympathetic myoneural junctions, 
hypermotility of the stomach and duodenum 

is reduced. This results in rapid relief of 
pain. ‘* Pro-Banthine ’’ is easily administered, 
orally. It has few side-effects, which 

are all readily eliminated by adjustment 


of dosage. 


‘* Pro-Banthine ”’ is also available as a compound 


tablet with Phenobarbitone. It is especially 
S E A R i E indicated when peptic ulceration is complicated 
by mental stress, anxiety, and nervousness. 


Dosage of both forms is usually 15 to 30 mg. 





(1 or 2 tablets) four times daily. ‘* Pro- 


G.D SEARLE &CO..LTD Banthine ’” is available in bottles of 40, 


100, and 1,000 tablets, each tablet containing 


83, Crawford Street 15 mg. of Propantheline Bromide, and 


compounded with Phenobarbitone 
London, W.1 , 


Telephone : Paddington 4034 


(15 mg.) in bottles of 100 and 1,000 tablets. 






Literature on request 


* REGISTERED TRADE MARK 
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No—there’s a big difference, Mr. Baxter... 


.as you will remember, in protamine zinc insulin, the action of the insulin is modified by the 
presence of a foreign protein, protamine. In contrast, I.Z.S. contains no protein or peptide material 
other than the insulin itself. That is its great advantage over other insulins. You see, gentlemen, 
the action of I.Z.S. persists for the required period by appropriate adjustment of the particle size of 
the insulin zinc compound. It is because the effect of I.Z.S. is entirely independent of any modifying 


protein, that allergic reactions following its use are virtually unknown. Any other questions ?” 


1.Z.S. A.B. Vials of 10 c.c. 


40 or 80 units per c.c. +i nsulin 


1.Z.S. (Amorphous) A.B. Vials of 10 c.c. a TRADEMARK 
40 or 80 units per c.c. CLD unc 


1.Z.S. (Crystalline) A.B. Vials of 10 c.c. tomy = AB 
40 or 80 units per c.c. uspension e 


Joint Licensees and Manufacturers : 


ALLEN & HANBURYS LTD THE BRITISH DRUG HOUSES LTD 
LONDON E2 e LONDON NI 











25 











THE LANCET] 


THE LANCET GENERAL ADVERTISER 





[APRIL 14, 1956 





A new capillary haemostatic 


ADRENORLE 





for medical and surgical conditions 


Clinically proven to reduce bleeding-time without effect 


on coagulation or blood pressure, and to have no undesirable side effects 


ADRENOXYL, a product of original research, reduces 
the mean bleeding-time by decreasing the permea- 
bility and increasing the contractility and resistance 
of the capillaries. Its effectiveness in diminishing 
blood loss has been demonstrated by clinical studies. 
ADRENOXYL has no effect on coagulation. It 
neither increases nor decreases blood pressure. 
ADRENOXYL is non-toxic, and there are no 
contra-indications to its use. 
ADRENOXYL is indicated in the preventive and 
curative treatment of all types of capillary bleeding. 
ADRENOXYL has been successfully used to 
diminish capillary bleeding in a wide range of 
surgical operations, and has proved particularly 


useful in ear, nose, and throat surgery, ophthalmic 
surgery, thoracic surgery, gastro-intestinal surgery, 
plastic surgery and urogenital surgery. It has also 
been used successfully in many medical conditions 
associated with capillary haemorrhage or where 
capillary fragility is a feature. 

ADRENOXYL may be administered by mouth 
or by subcutaneous or intramuscular injection. The 
oral form is for routine treatment, though when 
rapid action is desired the intramuscular route is 
recommended. 

ADRENOXYL is now available in boxes of 6 or 
50 ampoules: tubes of 25 tablets or bottles of 
500 tablets. 
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This graph gives evidence of the effect of Adrenoxy/ on capillary resistance and bleeding-time 


BIBLIOGRAPHY 


Observations action hémostatique de 
l’Adrénoxy! 


Ars. Medici 1948, 3, 57 


cliniques sur 


L’Adrénoxy!l comme hémostatique en otorhinolaryngologie 
Ars. Medici 1949, No. 4, 295 


La semicarbazone de |l’adrénochrome. 
Sem. Hip. 1950, 26, 3347 


Recherches cliniques sur l’action hémostatique, dynamogéne 
et vitaminique P de l’'adrénochrome (Adrénoxy)). 
Praxis 1951, 40, 713 


x 
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Zur Frage der Blutungsprophylaxe bei Bulbuserdffnenden 
Operationen. 
Schweis. Med. Woch. 1952, No. 17, 484 


La semicarbazone de l’adrénochrome: hémostatique 
biologique a action tissulaire. 


Rev. Stomat. 1947, 48, 616 


Hémostase on chirurgie plastique, emploi de la monosemi- 
carbazone de I'adrénochrome. 
Rev. L.O.R. 1948, 380. 

Literature and samples on request. 


HORLICKS LIMITED 


Pharmaceutical Division, Slough, Bucks. 
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Symbol of security 


To physician and patient alike, AcHRomycIN tetra- 
cycline affords a very real sense of security in 
antibiotic therapy. From the physician’s view- 
point, ACHROMYCIN gives added assurance of 

swift response in a broad range of infections—paving 
To the 
patient, ACHROMYCIN offers a treatment of 


the way to rapid, uneventful recovery. 

greater comfort and simplicity ...a treatment that 

is quick to win his co-operation and confidence. 
Here then is true security—in every sense. 


ACHROMYCIN 


TETRACYCLINE 

unsurpassed for versatility ... potency ... economy 
Available in the following forms : 
CAPSULES EAR SOLUTION 

INTRAVENOUS OINTMENT 

OINTMENT OPHTHALMIC 


INTRAMUSCULAR 

OPHTHALMIC 
POWDER STERILIZED 
PEDIATRIC DROPS * SOLUBLI 
SPERSOIDS* Dispersible SYRUP 


ORAL SUSPENSION ° 
rABLETS 


Powder 





rROCHI 


1ABLETS 


*Regd. Trade-Mark 









FIETIETH 
ANNIVERSARY 








ACHROMYCIN 
. 


YZ 


LEDERLE LABORATORIES DIVISION 


2 
(yanamid PRODUCTS LTD. LONDON, W.C.2 
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For True Butter Action... 
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; , PACKAGES 
Prodexin has all the attributes of a Cartons of 30 individually wrapped tablets. 


true buffer, and more besides: Dispensing packs of 240 tablets. 


@ it keeps gastric acidity down to an equable level 
(pH 3°5 to 4°5). 

@ it does not alkalise the stomach contents, so that 
acid rebound cannot occur. 

@ its effect is consistent and prolonged. 

@ it does not vary in potency. 

@ it is pleasant and safe to take and is free from 
grittiness. 


FORMULA 





Alum or = os & 6 2 BW wee 0-9 gm 
—_ Given s+ ona €2 @ @ 6 @ 8 @1 gm oS 
Reference : Practitioner, 173: 46, 1954. 
Pry 
Cc. Lt. BENCARD LTD. PARK ROYAL . LONDON, N.W.10 
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A well-proved formula 


THYRODEX 


TABLETS 


Excess weight puts a brake 









on physical activity 


Thyrodex tablets contain 
dexamphetamine sulphate to 
depress the appetite and 
thyroid substance to 

reduce fat stores. 


Literature and samples on request. 


PAINES & BYRNE LTD., Pabyrn Laboratories, Greenford, England 
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a three-fold 


calming 


influence... 


RELIEVES SPASM 
RELAXES NERVOUS TENSION 
LIQUEFIES STARCH MASS 


BARDASE,* combining the antispasmodic, 
sedative and amylolytic properties of 
belladonna alkaloids, phenobarbitone and 
Taka-Diastase, presents a comprehensive therapeutic approach to the problem 
of visceral spasm. It has proved of great value in the relief and management 
of gastro-intestinal disturbances, particularly peptic ulcer and the 
irritable colon syndrome. BARDASE may also be prescribed as a useful adjunct 


to other treatment in cases of ulcerative colitis. 


* Trade Mark 


Bardase 


SPASMOLYTIC SEDATIVE DIGESTIVE AID 


Yellow sugar-coated tablets supplied in bottles of 50 and 500 


BARDASE LIQUID IS AVAILABLE IN BOTTLES CONTAINING 4 AND 16 FLUID OUNCES 


5 EP): PARKE, DAVIS & COMPANY LIMITED (inc. U.S.A.) HOUNSLOW, MIDDLESEX Te!: HOUNSLOW 2361 


A 67 
hen? 670 


30 








THE Lancer] THE LANCET GENERAL ADVERTISER [APRIL 14, 1956 








THERAPAS 


Calcium 4-benzamidosalicylate 


An accepted combination in the chemotherapy of tuberculosis is P.A.S. to- 
gether with isoniazid or streptomycin. Either combination, according to a 
recent Medical Research Council report (1), is very effective and helps to 
delay the appearance of resistant strains. P.A.S. has, however, the disadvan- 
tage of being poorly tolerated ; many patients would welcome an alternative. 
Therapas, first synthesized in our laboratories in 1951, was introduced as 
an alternative to P.A.S. to which it is converted in the body (2). It has now 
been shown that it not only delays the emergence of strains resistant to iso- 
niazid or streptomycin, when used together with either of these drugs, but 
has a therapeutic action per se. It gives satisfactory clinical and radiological 
results in the treatment of pulmonary tuberculosis (3, 4) and of genito- 
urinary tuberculosis(5). Since it has a sweet, not unpleasant, taste it is usually 
much preferred by the patient. 





1 Report to M.R.C, of Tuberculosis 
Chemotherapy Trials Committee, 
Brit. Med. F., 1955, 15 435. 


2 ¥. Pharmacy & Pharmacol., 1953, 
5, 849. 


3 Schweiz. med. Wschr. 1955, 85, 
222. 


4 Tubercle 1955, 36, 209. 


5 Lancet, 1955, 1, 116. 


Pe SSeS Se See wswewa 
dosage : 7 ' 
to summarize 

Therapas may be administered in daily doses of 14 G: | { 

I a I 

availability THERAPAS is just as effective as ! 

Individual packets of 3.5 G. in boxes of 100 packets. | P.A.S., if not more so. 
1 G. cachets in containers of 100 and 500. i b 

Bulk Therapas powder in containers of 100 G. and 500 G. . ! 

: It is better tolerated. i 

i ™ Further information and prices from | Cc | 

iS&EN: smith & Nephew Lid., i And it can be used wherever i 

“seuee” — Welwyn Garden City, Herts. I P.A.S. is indicated. i 
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Migraine attacks 





respond to oral treatment with 


CAFERGOT 


CAFERGOT given ORALLY 


is effective in at least 80 per cent. of attacks. 


CAFERGOT tablets contain 
Ergotamine Tartrate B.P. 1 mg. 
Caffeine B.P. 100 mg. 
and are presented in bottles of 20, 100 and 500. 


Full information and samples will be sent upon request. 


& 


SANDOZ PRODUCTS LIMITED 


134, Wigmore Street, London, W.1. 
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Intramuscular Iron 


and the 


Anaemias of Infancy 





The value of Imferon in Nutritional Anaemia of Infancy and in the prophy- 
laxis and treatment of Anaemia of Prematurity has recently been convincingly 
demonstrated. 

* “There was obvious rapid clinical improvement in all cases as shown 
by the return of appetite, change of disposition, improvement in colour, and 
gain in weight.” . 

* “The daily rise in haemoglobin during the first two weeks after treatment 


was almost 1.5%.” Brit. Med. F. 1955 2, 700. 

Imferon is the most practical and effective means of administering iron to 
infants who do not make progress on oral preparations. The increase in 
haemoglobin concentration is about 20% in two weeks—more than can be 
achieved with any form of oral therapy. 





THE INDICATIONS FOR IMFERON IN INFANCY ARE: 

1. Nutritional anaemia in infants who do not make progress on oral iron. 

2. Nutritional anaemia in infants whose home conditions are poor and who would otherwise 
have to be admitted to hospital. 

3. The prophylaxis and treatment of anaemia of prematurity. 

4. As an alternative in some cases to blood transfusion. 





FURTHER INFORMATION IS AVAILABLE ON REQUEST. 


Imferon is issued in ampoules of 2 ml. (100 mg. Fe) in boxes of 10 and 100. 


Imferon... 


IRON DEXTRAN COMPLEX 





A PRODUCT OF | BENGER LABORATORIES 








BENGER LABORATORIES LIMITED - HOLMES CHAPEL CHESHIRE 
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Keen eye ... steady hand 


To so many patients with Parkinsonism, ARTANE trihexyphenidyl 
can restore both the will and the ability to face up to the * 
“daily round”. This highly potent antispasmodic is quick to reduce 
tremor . . . to overcome mental inertia . . . and to decrease 
sialorrhoea, with little or no accompanying oral dryness. Moreover, 
ARTANE rarely gives rise to the blurred vision or mydriasis 
characteristic of atropine therapy. Relatively low in toxicity, ARTANE 
is suitable for the young and old—even for hypertensive, 


cardiac and nephritic subjects. 


ARTANE 


TRIHEXYPHENIDYL 





powerful antispasmodic with minimal side effects 
TABLETS ELIXIR 
2 mg. and 5 mg. 2 mg. per 5 Ce. 
Bottles of 100 and 1,000. Bottles of 16 fl. oz. 
*Regd. Trade Mark 


LEDERLE LABORATORIES DIVISION 


? 
(yanamid PRODUCTS LTD. LONDON, W.C.2. 
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Governing factors 


in balanced digitalisation 


A constant and stable composition, rapid action, uniform absorption, and 
elimination quick enough to avoid prolonged toxicity; these are the 
qualities which would be expected of a digitalis preparation of choice. They 
are all evident in Digoxin. A pure digitalis glycoside, Digoxin given by 
mouth or intravenously permits safe and sensitive control of cardiac 
arrhythmias, and moreover enables maintenance dosage to be established 
within a very short time. 


FOR ORAL ADMINISTRATION 
* Tabloid ” so Digoxin 
= Solution of Digoxin, ‘B. W. & Co.’ 


FOR INTRAVENOUS ADMINISTRATION 
“Wellcome ’0 Injection of Digoxin 
“Wellcome ’so Sterile Alcoholic Solution of Digoxin 


DIGOXIN ‘B.W. & CO.’ 


i val BURROUGHS WELLCOME & CO. cre weticome rounvationire.) LONDON 
35 
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A new approach to the treatment of 


psycho-neuroses 


SUAVITIL 


Trade Mark 


BENACTYZINE HYDROCHLORIDE (benzilic acid diethylaminoethyl ester hydrochloride) 


Sugar-coated tablets each containing 1 mg. 


Suavitil has an effect upon the central nervous system differing from that 
of any substance previously used in the treatment of psycho-neuroses. 

s 
Toxicity is low. 


In bottles of 100 tablets. Literature on request 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX BYRon sv ly 























At last—fully active by mouth 


a PENICILLIN-V, nty 


SUITABLE FOR ALL AGE GROUPS 


PENICILLIN-V, LILLY is a new penicillin for oral use. Stable in 
the presence of gastric secretions, PENICILLIN-V gives higher and 
more prolonged blood levels than any other oral penicillin. It is 
therapeutically comparable with parenteral penicillin; high and 
wasteful dosage is unnecessary. 

*PULVULES * PENICILLIN-V, LILLY, each containing 125 mg.— 
in bottles of 12 and 100. Average adult dose—| capsule three times 
daily, increased in severe infections. 

SUSPENSION PENICILLIN-V LILLY, PAEDIATRIC contains 
62.5 mg. in each large teaspoonful, in bottles to make 60c.c. Pleasantly 
flavoured. Average dose for children—one teaspoonful three or 
four times daily. 


. EL! LILLY & COMPANY LIMITED 
TRADE A BASINGSTOKE HANTS 
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PERFORATED ACUTE AND CHRONIC 
PEPTIC ULCER 
CONSERVATIVE TREATMENT 


HERMON TAYLOR 
M.A., M.D., M.Ch. Camb., F.R.C.S. 


SURGEON TO THE LONDON HOSPITAL AND KING GEORGE 
HOSPITAL, ILFORD 


R. P. WarRREN 
M.B. Lond., F.R.C.S. 


LATE SURGICAL SENIOR REGISTRAR, LONDON HOSPITAL, AND 
KING GEORGE HOSPITAL, ILFORD 


AFTER one of us reported 101 cases of perforated 
peptic ulcer treated conservatively at King George 
Hospital, Ilford (Hermon Taylor 1951), a further 99 
patients (with 102 perforations) have been added to the 
total up to the end of 1954. We therefore had 200 cases 
in ten years, and the subsequent history of the majority 
of the survivors has been obtained. 

We review here the results, with special attention to 
the difference in behaviour between perforations of 
acute and of chronic ulcers, both immediately and with 
regard to the incidence of recurrent ulceration. 

Ten years ago the mortality of the aspiration method 
was lower than that of operative suture for which the 
figures at King George Hospital and elsewhere were 
rather unsatisfactory. Since then the risk involved in 
surgical operations has become so small that the risk of 
death due to the operation itself, which the conservative 
method was designed to avoid, is no longer a factor in 
selecting treatment. Indeed by 1951 the over-all mor- 
tality of gastric aspiration in several hospitals was about 
equal to the best figures for operative suture (Hermon 
Taylor 1951). 

The increasing safety of modern operations has led 
also to the practice of treating perforated ulcer cases 
by immediate partial gastrectomy. This method averts 
not only the immediate complications of a sutured 
perforation but also the later ones from recurrence of the 
ulcer (Lowdon 1952, Noordijk 1953). But partial gas- 
trectomy, though it has undoubted advantages in cases 
of chronic ulcers which have finally perforated, is an 
unnecessarily radical procedure for perforated acute 
ulcers ; and these are generally still treated by simple 
suture. 

In our patients treated without operation, the dis- 
tinction between acute and chronic ulcer at the time of 
admission has to be made entirely on the presence or 
absence of a history of dyspepsia. On this criterion 
about a quarter of the perforations in our series have 
been of acute ulcers, and a clearcut difference has 
emerged between the results of treatment in the two 
groups. In a word, mortality, complications, and dis- 
ability are confined almost entirely to the chronic-ulcer 
group. No patient with a perforated acute ulcer has died 
when treated by aspiration. Only 1 has had a complication 
of any significance and nearly all have remained free of 
symptoms in the ten-year period of the trial. 


Survey of Additional Cases 
Errors 

The serious consequences which theoretically might 
follow a mistaken diagnosis in a case of suspected per- 
forated ulcer have been the focal point of opposition 
to the conservative method of treatment. We have 
carefully collected all cases in which any error has been 
made, for however short a time. 

Errors have occurred in two directions: (1) various 
other acute conditions have been diagnosed as perfora- 
tions; and (2) perforations have been thought to be 
some other abdominal emergency. 


6920 





Under the first heading we have 2 cases of appendicitis 
and 2 cases of intestinal strangulation treated at the start by 
aspiration, but later by operation when the true diagnosis 
became clear : the short delay did not prevent the full recovery 
of these patients. 4 other patients were not operated on 
when the diagnosis was corrected. Of these 4, 2 had biliary 
colic, 1 gastro-enteritis, and 1 coronary thrombosis. These 
patients may be said to have benefited from the conservative 
treatment of perforations adopted at the hospital. In these 
8 cases no harm has come to the patients. The theoretical 
tragedies have not happened in practice. 

Under the second heading were 9 diagnoses—7 of acute 
appendicitis and 1 each of intestinal obstruction and perforated 
diverticulitis—in. patients who actually had a perforated 
peptic ulcer. They were all operated on because of the mistaken 
diagnosis, and 2 patients with widespread peritonitis died. 
These 9 cases will not be included in the results tabulated 
here, which are those of conservative treatment only. They 
are mentioned to complete the record of our fallibility. 


Mortality 

93 patients were treated by gastric aspiration, with 
11 deaths. Of the 11 patients who died 7 were admitted 
moribund and could not be resuscitated, and the out- 
come was inevitable. The 4 more debatable fatalities 
comprised 1 case of hematemesis followed by perfora- 
tion: 1 case of severe bronchopneumonia with a per- 
foration and a small subphrenic abscess ; 1 case of large 
subphrenic abscess, which perforated into the general 
peritoneal cavity ; and 1 case of adrenal adenomata in 
a patient who was apparently convalescent but who 
collapsed after a simple operation to evacuate a collection 
of sterile fluid above the liver. It is noteworthy that 10 
of these 11 deaths were associated with chronic ulcers, 
the 11th being a perforated carcinoma; none was a 
perforated acute ulcer. The mortality is identical with 
that in the first 100 cases (Hermon Taylor 1951). 


Complications During Treatment 

Conservative treatment failed to seal the perforation 
in 5 cases and operation was undertaken for this reason ; 
all 5 patients recovered. Collections of peritoneal fluid 
were drained in 5 other cases, all during the second week 
after perforation. This total of 10 intercurrent operations, 
compared with 12 such interventions in the first 100 
cases, shows little change in this aspect of the treatment. 
The important point is that in 21 of the 22 cases where 
operative interference was required, the perforations 
were of chronic ulcers. An intercurrent operation was 
needed in only 1 case of perforated acute ulcer, and that 
was for drainage of clear fluid from below the diaphragm 
on the twelfth day. 


Review of all Cases 


In our cases, in the absence of any surgical exposure, 
the site of the ulcer is unknown at the time of perforation, 
but the ‘history suggests whether it is acute or chronic. 
Tables 1 and u, which have been drawn on this basis, 
show the results of treatment with regard to immediate 
mortality and to the incidence of recurrent ulceration in 
the survivors. They do not include 4 cases of perforated 
carcinoma which occurred during the same period. It 
will be seen (table 1) that the mortality was nil in 47 
patients who gave no history of previous dyspepsia 


TABLE I—MORTALITY OF PEPTIC ULCER PERFORATIONS TREATED 
BY ASPIRATION OF STOMACH 


—_ Chronic Acute 

ulcer ulcer 
Total perforations * : 143 47 
Hospital deaths eu : 20 (14%) 0 
Survived os ee ow oa 123 f 47 


* Excluding (a) 4 perforations of carcinomas (2 deaths), (6) 9 cases 
treated by primary operation (2 deaths). f 

+3 patients each had two perforations; patients in this group 
numbered 120. 


P 
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TABLE II—-FURTHER ULCERATION IN SURVIVORS OF PERFORATED 
PEPTIC ULCER TREATED BY ASPIRATION OF STOMACH 





Chronic Acute 

ulcer ulcer 
Total patie nts : os ‘ a 120 47 
Not traced . sa es 6 2 
Died of unrelated cause — os 6 0 
Patients followed up: .. oe - 108 45 
Remained well .. és es wa 22 42 

Subsequent ulcer symptoms : 
Moderate a 7 ay 21 3 
Severe (no ope ration) ad 14 0 
Very severe (partial erates c tomy) ud 48 0 
Died of ulcer : aa 3 0 
Total oe a» be 86 (80%) 3 (7%) 


(longer than three months). Among chronic-ulcer 
patients, however, the mortality of perforation was 
14%, including the moribund cases. 

95% of the survivors have been followed up, and the 
subsequent gastric histories of 153 patients have been 
studied. Table 1 shows that recurrent ulcer trouble 
developed in four-fifths of the obronic-ulcer group ; 
almost half of these required subsequent operation 
for it, and 3 died from it. In the acute-ulcer group only 
3 patients have had any symptoms at all, and such 
symptoms have been mild and easily controlled by 
medical methods. All the other acute-ulcer patients have 
remained free of further ulcer trouble up to the present 
time. 

Discussion 

Until recently little attention has been given in 
published papers to the difference in the prognosis between 
perforated acute ulcer and perforated chronic ulcer. 
Gilmour (1953), however, has drawn attention to the 
importance of this distinction in a report on 206 cases 
treated by operative suture at the Royal Victoria Infirm- 
ary, Newcastle, in 1946-50. The mortality in this selected 
group of operable cases was 6-3%. Unfortunately the 
report does not include the number of patients, admitted 
to the hospital in the same period, too ill to be operated 
on. Inclusion of such cases in Avery Jones’s (Avery 
Jones and Doll 1953) series increased an ‘‘ operative ”’ 
mortality of 3-3to 7:9%. Our total mortality was 11%, 
more than half of which derived from hopeless cases. 
With these excluded, the mortality in the operable group 
was less than 5%, and our results, as far as mortality is 
concerned, are therefore of the same order as those treated 
in the Newcastle series treated by operation. 


Perforated Acute Ulcer 

It is remarkable that neither Gilmour (1953) nor 
ourselves have had a single fatality from perforations 
of acute ulcers. Gilmour records 119 such perforations 
closed by suture, and we have 47 treated conservatively. 
It is clear therefore that nowadays the life of a patient 
with a perforated acute ulcer is hardly at risk whether he 
is treated by aspiration or by suture. Risk of subsequent 
morbidity now determines the choice of treatment. 
Clearly only the operative method is associated with 
the risks of wound infection, dehiscence, or subsequent 
hernia, or the adhesions which involve the threat of 
obstruction during convalescence or later. These com- 
plications do not attend treatment by aspiration, and 
on this ground alone it would seem preferable to dispense 
with the operation in the case of perforation of acute 
ulcers. 

The incidence of recurrent ulcer is, however, the 
decisive factor. If a perforated acute ulcer is left undis- 
turbed it heals without trace in a very short time. 
Closure of the perforation by suture distorts the stomach 
wall, introduces foreign bodies, and interferes with the 
local blood-supply. The result is a vulnerable scar, 
liable to lead to recurrence of the ulcer. 
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Puliee- up studies bring out this fact clearly. Of our 
47 patients with perforation of acute ulcers treated 
without operation, only 3 have developed dyspepsia in 
the subsequent ten-year period. In all 3 the symptoms 
were mild and none has come to operation. 

On the other hand, in Gilmour’s (1953) series nearly 
a quarter of the patients with perforations of acute 
ulcers who had been treated by operative suture developed 
chronic ulcers in the seven-year follow-up period, and 
in half of these the symptoms were severe enough to 
require surgical treatment. Noordijk (1953) followed 
241 cases of perforated acute ulcer treated by suture 
and found that 21% needed a subsequent operation 
for recurrent ulcer, and further = of recurrent ulcer 
were being treated medically. Malley and Drury 
(1953) reported recurrent ulcer in 22% of cases of per- 
forated acute ulcer treated by surgical closure. 

In our little group of 9 cases operated on through 
error of diagnosis, 5 were perforations of acute ulcers. 
In 2 of these 5, recurrent ulcers developed after suture ; 
and 1 of these patients has undergone surgical treatment 
for it. The conclusion is unavoidable that perforated 
acute ulcers are relatively immune from recurrence when 
treated by aspiration, whereas after closure by suture 
chronic ulcers will develop in 25% of cases. 

In an acute ulcer the pathological process is of course 
the same whether the erosion has opened into a blood- 
vessel or into the peritoneal cavity. In most cases of 
bleeding acute ulcer the hemorrhage ceases spontaneously 
and the lesion heals so rapidly that it cannot be found 
on gastroscopy ten days later. But if the bleeding has 
been severe enough to be treated by operation and 
arrested by under-running the exposed vessel with a 
suture, the gastroscopic appearances after ten days are 
very different. The tiny lesion seen at operation is now 
a large sloughing ulcer crater. 

The local effect of suturing an acute ulcer that has 
perforated into the peritoneal cavity must be very 
much the same as this, and it is reasonable to suppose 
that it is this suture-produced extension of the ulcer 
that is responsible for the transition to chronic ulcer in 
25% of the cases described by Gilmour (1953), Noordijk 
(1953), and O’Malley and Drury (1953). It seems clear 
therefore that where a perforation occurs in an acute 
ulcer there is much to lose and nothing to gain in treating 
it by surgical operation. 


Perforated Chronic Uleer 

The situation with regard to perforated chronic 
ulcer is quite different. With tlte favourable figures of 
acute-ulcer perforations removed from the total ’ results, 
the danger of perforation of a chronic ulcer is revealed 
in its true proportion. It is clearly much greater than 
has been supposed. Our mortality in this group has been 
14% of 143 cases. Gilmour reported 15% of deaths in 
87 cases (operated cases only). These figures suggest 


that neither operative suture nor gastric aspiration is 


safe enough for the treatment of perforated chronic 
ulcers, and it seems clear that partial gastrectomy is the 
treatment of choice for these cases. Where this is not 
possible, however, the figures do not show any advantage 
for ‘‘simple’’ suture over treatment by aspiration. 
In short it would seem that unless operation be under- 
taken with a view to partial gastrectomy it is better 
not to operate at all. 


Treatment Policy 


As a result of this investigation we have changed the 
general pian of treatment of perforations at King George 
Hospital in the past twelve months. In the casualty 


department the patient is given morphine and the 
stomach contents are evacuated (Hermon Taylor 1951). 
After the patient has been transferred to the ward and 
his acute distress has subsided, his condition is reviewed 
in detail and the type of ulcer that has perforated is 











= 


- eS oe ve 


ee ee 


we 





THE LANCET] 


diagnosed. If it is concluded that this is an acute ulcer, 
gastric aspiration is continued as before. But if the lesion 
is diagnosed as a chronic ulcer and there are no contra- 
indications to operation, the patient is prepared for 
partial gastrectomy. Since the stomach is empty there 
is no urgency about this, and the time of the operation 
can be arranged in accordance with the other responsi- 
bilities of the surgical staff—an important consideration 
in a busy hospital. If the patient has a perforated chronic 
ulcer but is too ill for partial gastrectomy, gastric aspira- 
tion-is continued with special watchfulness for the 
complications that may arise. 
Summary 

Each of 47 successive patients with perforated acute 
peptic ulcers treated conservatively by aspiration has 
recovered without complications. Unlike patients with 
similar lesions treated by operative suture, this group has 
shown practically no tendency towards subsequent chronic 
ulceration. 

Treatment of perforated chronic ulcers by aspiration 
involves a risk of death, and is liable to lead to complica- 
tions ; and the ulcer is likely to persist. The reported 
results of operative suture are similar. 

Accordingly for a perforated acute peptic ulcer aspira- 
tion is the treatment of choice, whereas for a perforated 
chronic peptic ulcer partial gastrectomy is the treatment 
of choice. 


We thank Mr. Harold Dodd and Mr. C. P. Allen for their 
coéperation and for allowing us to report their cases. 
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Two of us have previously described a simple method 
of destroying the pituitary gland by radon-seeds inserted 
by means of a cannula through the nostril and sphenoidal 
sinus (Forrest and Peebles Brown 1955). During the past 
year we have treated in this way 25 cases of advanced 
cancer of the breast and 8 cases of cancer elsewhere in 
the body. 

Selection of Cases 

All the patients treated had advanced malignant 
disease, with metastatic spread to lymph-glands, bones, 
lungs, and in 1 case the brain. In all the disease had 
progressed despite surgery and/or radiotherapy, or had 
been deemed by radiotherapists unsuitable for such 
treatment. Several had received treatment by hormones 
without improvement. The Ist case had undergone 
bilateral adrenalectomy without success; in that case 
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pituitary implantation so rapidly reduced the 17-keto- 
steroid output (which had been but little affected by 
adrenalectomy) that it seemed justifiable in the remainder 
of this series to perform the pituitary implantation 
without previous adrenalectomy. 


Method 


Our original technique was followed in the first 26 
cases. By means of a single cannula introduced under 
repeated X-ray checks, gold seeds containing radon 
were implanted within the pituitary gland. Radon was 
selected because we believed that the gamma-rays might 
penetrate sufficiently to destroy the whole pituitary yet 
differentially spare the nerve tissue of the optic tract. 
The dosage was determined arbitrarily. Since the aim 
was to produce massive necrosis of normal cells it was 
clear that much larger doses would be required than in 
the conventional treatment of malignant disease. In 
early cases two seeds were used with a total dose of 10 
mC. Hormonal studies and necropsy findings appeared 
to indicate that this was insufficient, so the dose was 
raised to 15 mC and in a few cases to 20 mC. 

In the last 7 cases we have modified the technique to 
obtain better distribution of the seeds and more homo- 
genous irradiation of the gland. We now use two 
cannulas, one through each nostril, and two seeds, each 
of 8 mC, are inserted so as to lie symmetrically, one to 
each side of the midline. 


Complications 


We have had no operation mortality and no death 
attributable to the treatment. The immediate course 
has been uneventful apart from transi@nt headache in a 
few patients. There have been no infective complications 
and in no case has rhinorrhea developed. 

The only complication—a formidable one—has been 
radiation damage to the optic tract. In 4 cases defects 
of one visual field appeared one to four months after the 
implant. In 3 the damage has progressed to complete 
loss of the sight of one eye; in the 4th complete blind- 
ness has resulted. The dose of radon in these 4 cases 
was 15 or 20 mC. 

To date no other patient in the series has shown any 
evidence of visual-tract damage. This includes 19 
patients who received 15 mC and 4 who received 20 mC. 
Doubtless the damage was due to the distance factor 
rather than to the amount of radon used, and in view 
of the anatomical variations in the situation of the optic 
chiasma such a differential effect is not surprising. 


Hormonal Effects 


After insertion of a sufficient dose of radon, evidence of 
hypopituitarism develops in a few weeks. The urinary 
excretion of 17-ketosteroids falls to 1 mg. or less per day 
(provided, that cortisone is withheld (see table)) and the 
output of follicle-stimulating hormone falls to near zero 
(fig. 1). Cortisone is required, usually to the extent of 
25 mg. daily. If cortisone is withheld for longer than 
three or four days, a typical cortisone-withdrawal 
syndrome develops, with anorexia, vomiting, lassitude, 


URINARY EXCRETION OF 17-KETOSTEROIDS (MG. PER TWENTY- 
FOUR HOURS) BEFORE IMPLANTATION OF RADON SEED AND 
FOUR TO SEVEN MONTHS AFTER IMPLANTATION 


After implantation 





Case Before 
no. implantation Cortisone No 
25 mg. per day cortisone 
1 6-0-7-2 5-1 0-846 
2 6-4 5°2-7°6 5-4 
3 58 1-2-2-8 0-6 
4 5°7-6-2 2-2-4-2 0-0 
5 3-1-3-7 4°3-5-1 0-5 
6 1-:9-5°9 2-0-6°8 0-0 
7 4°9-6-7 1-7-4-9 0-1 
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presence of 0 1 2 3 4 5 6’ 
hypothyroidism. MONTHS AFTER IMPLANT 

One of the Fig. |1—Case 6: urinary excretion of gonado- 
earliest and trophin after pitui y impli ti 
most constant 
hormonal effects has been the development of diabetes 
insipidus, which appears within a few weeks after implant- 
ation. The severity of the polyuria depends on the amount 
of cortisone administered, and is usually not great if the 
dose can be restricted to 25 mg. per day. It can, moreover, 
be controlled readily by pitressin given either as a snuff 
or as the tannate in oil. The polyuria tends to diminish 
after a few months. 





Results 
In the 8 cases of malignant disease other than cancer 
of the breast the treatment has been entirely ineffective. 
éo This group 
included 4 
mA patients with 
malignant 
melanoma, 3 
withadvanced 
. earcinoma of 
‘ the uterus, 
YY andl with 
+ sarcoma ofthe 
breast. All 
have died of 
a progressive 
malignant 
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Fig. 2—Case!: blood-levels of alkaline phosphatase = al cir r 6 
(King-Armstrong units) and calcium (mg. per disease, while 
100 mi.) before and after pituitary implantation. 9% others have 

shown no 
improvement, though possibly some of them have 
been too recently treated for assessment. The remaining 

7 cases have sustained benefit, as follows : 

Case 1.—A woman, aged 48, was admitted bedridden and 
in great pain from spinal metastases. Implantation (10 mC) 
was performed in February, 1955. Within two days the pain 
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Fig. 3—Case 6: radiographs of pelvis showing recalcification of osteolytic 
metastases following pituitary imp! jon on May 30, 1955. 
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had almost disappeared, and within a week she was ambulant. 
Biochemical evidence of bone regeneration was provided by 
the rising blood-level of alkaline phosphatase and the falling 
level of calcium (fig. 2). This patient remained well for eight 
months, free from pain and carrying out her household duties. 
In October, 1955, she had new metastatic nodules in the 
mastectomy scar. Bilateral adrenalectomy has now been 
performed. 

Case 2.—A woman, aged 49, with an untreated, ulcerating 
breast cancer of two years’ duration, abruptly developed 
jacksonian convulsions originating in the hand area of the left 
motor cortex. The convulsions recurred repeatedly with 
deepening coma. Seven days after the onset in March, 1955, 
10 mC of radon was implanted. The convulsions have not 
recurred, though she has frequent minor cramps and twitch- 
ings. The primary growth has shown no change. We recognise 
that there is no indisputable evidence of a brain metastasis ; 
and, if a brain metastasis is present, symptoms due to hemor- 
rhage into it may have undergone spontaneous arrest. 

Case 3.—A woman, aged 35, with multiple metastases in 
lymph-nodes and bones, was treated by implantation of 15 





Fig. 4—Case 7: clinical condition of breast before pituitary implanta- 
tion (a) and four ths after imp! i (>). 


mC radon in April, 1955. The pain, of vertebral origin, has 
greatly improved. Radiographs demonstrate undoubted 
recalcification of the vertebra, and the lymph-glands appear 
to be smaller. 

jase 4.—A woman, aged 53, with multiple pulmonary 
metastases, was submitted to implantation of 20 mC of radon 
in May, 1955. The cough of which she complained has ceased 
and radiographic examination appears to indicate reduction 
in the size and number of the metastases. 

Case 5.—A woman, aged 63, with ulcerating nodules in a 
mastectomy scar and enlarged supraclavicular lymph-glands, 
was submitted to implantation (20 mC) in May, 1955. The 
ulcers have healed, and the underlying skin nodules have 
almost disappeared, and we believe that the supraclavicular 
glands have become smaller. 

Case 6.—A woman, aged 50, with skeletal metastases, was 
submitted to implantation (15 mC) in May, 1955. She gained 
much relief from her severe pain. Radiographic examination 
shows undoubted recalcification of the bones (fig. 3). 

Case 7.—A woman, aged 66, was admitted with an untreated 
massive growth of the breast, ulcerated over an area 6 in. in 
diameter, and with enlarged axillary and supraclavicular 
glands. 15 mC of radon was implanted in July, 1955. The 
tumour is now half its original size and the ulcer has healed 
(fig. 4). The glands have regressed. 





Discussion 


There is no doubt that in some cases destruction 
of the pituitary gland by this method results in 
relief of pain (particularly from skeletal metastases), 
in recalcification of the affected bones, in shrinkage 
of soft-tissue deposits, and even in a reduction 
in size of the primary growth. We cannot yet 
determine the extent to which these responses 
depend on individual variations in ‘* hormone 
dependance *’ of the tumours or on the complete- 
ness of the pituitary destruction. In all but 1 of 
the 7 cases described here, the 17-ketosteroid 
excretion has fallen to below 1 mg. in the twenty- 
four hours (see table), which suggests a fairly 
complete functional pituitary destruction. Unfor- 
tunately in the unsuccessful cases our data 
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are less complete ; 
for in several, 
especially the 
patients who have 
died at home, we 
have no late hor- 
monal estimations. 
In only 2 of 7 cases 
examined post 
mortem has com- 
plete pituitary des- 
truction been found 
(fig. 5); these were 
cases other than 








breast cancer (1 Fig. 5—Section of pi y gland showing 
extent of destruction caused by 15 mC 
slanomée 
malin : pa and . ' radon centrally placed (two months after 
uterine cancer). implantation). 


In the other 5 cases 

examined at necropsy there was incomplete pituitary 
destruction, which may account for their failure to 
respond to treatment. 

The practical problem for the immediate future is to 
devise a reliable method of destroying the pituitary gland 
completely without damaging the optic tract. To some 
extent this object may be attained by increasing skill 
in the technique of implantation, by improved radio- 
graphic methods of display, and by the twin-cannula 
method described here; while the use of a less pene- 
trating isotope, such as yttrium 90, may also prove 
advantageous. In view, however, of the small size and 
great depth of the sella turcica and the anatomical 
variations in the situation of the chiasma, it seems likely 
that loss of sight will have to be accepted as an unavoid- 
able risk, worth taking only as an alternative to loss of life. 

In this work the implantation is but an element in a round 
of activities which includes the selection of suitable cases, 
their investigation and general care, innumerable laboratory 
estimations, and finally continued supervision and assessment 
over many months. It has been a team work in which all 
members of the department of surgery and many hospital 
colleagues have taken part. In particular, we acknowledge 
the unfailing advice and help given by Dr. A. A. Charteris 
and Dr. Martin Young, of the department of radiotherapy ; 
by Prof. W. J. B. Riddell and Dr. R. W. Harrington, of the 
department of ophthalmology ; by Prof. D. F. Cappell and 
Dr. A. T. Sandison, of the department of pathology ; and 
finally by those clinical colleagues whose cases are described 
here. One of us (S. R. M.) was in receipt of a grant from the 
British Empire Cancer Campaign. 
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RESERPINE IN SEVERE HYPERTENSION 
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M.Sc. Manc., M.D. Sheff., F.R.C.P. 
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H. T. N. Sears 
M.D. Lond., M.R.C.P. 
GENERAL PRACTITIONER ; PART-TIME CLINICAL ASSISTANT TO 
THE PROFESSORIAL UNIT 
From the University Department of Medicine, Royal Infirmary, 
Manchester 


Tue ideal drug for the treatment of severe hypertension 
should be uniform in its effects from day to day and from 
patient to patient. It should be active when orally 
administered and capable, by adjustment of dosage, of 
maintaining the blood-pressure at or around a desired 
level throughout the twenty-four hours. It should be 
free from disturbing or dangerous side-effects. 

No-one has claimed that reserpine has all these virtues, 
but when we began our studies there was a considerable 
conflict of opinion as to what one could expect to achieve 
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by its use, and in which type of case (if indeed it were 
possible to select) it would be most likely to be effective. 
These questions are still not satisfactorily answered. 

Corcoran et al. (1954), for instance, say that responsiveness 
is not determined by the severity of the disease, whereas 
Allen et al. (1954) claim that the effect is inversely related 
to the severity of the hypertension. The pharmacology of 
reserpine is described and references to other papers are given 
in The Lancet (1955). 


Until a drug is produced which seems to come nearer 
to the ideal, we do not think that a legitimate case can 
be made out for a large-scale controlled therapeutic trial 
on patients with hypertension of all degrees of severity, 
and we prefer to leave our milder cases untreated (save 
for advice and reassurance) when they are symptom-free 
or when their symptoms are judged to be largely 
iatrogenic. 

At the other extreme, where there is evidence of the 
malignant phase, and especially where hypertensive 
neuroretinopathy has recently appeared and sight is 
threatened, it has seemed to us unjustifiable to withhold 
treatment by rapidly acting ganglion-blocking agents, 
such as pentolinium, which are of proved value in such 
cases (Platt 1954). Our trials were therefore based on an 
intermediate group of cases of severe hypertension in 
which the diastolic blood-pressure was not less than 
120 mm. Hg when taken on several occasions, usually 
during an initial period of rest in hospital. 

It was hoped that we should control the trial by 
giving inert tablets at the start of treatment; but it 
has not always seemed. justifiable to do this, and we have 
tried to compensate for this by changing over to inert 
tablets after an initial period of treatment. The assess- 
ment of effects is made more difficult by the fact that 
reserpine acts slowly and its action sometimes seems to 
continue for several weeks after administration has been 
discontinued. Some of the patients were already having 
subcutaneous pentolinium or hexamethonium, to which 
reserpine was later added. In view of these difficulties 
our trials have not been as satisfactory as we had hoped, 
but we think that certain conclusions can be drawn 
from them. Our reason for publishing them at this stage 
is that we believe that a combination of reserpine and 
oral pentolinium is probably more efficacious in the treat- 
ment of most cases of severe hypertension (Doyle and 
Smirk 1955)» and we do not feel justified in withholding 
this from our patients for the sake of ‘‘ tidying up ”’ our 
results. 

Methods and Selection of Cases 

We have seen all patients in this series at a time and 
place set aside for the purpose, and not in the general 
outpatient department. As far as possible, each patient 
has been seen at about the same time of the morning at 
each attendance, and rarely have more than eleven 
patients ~been seen in any one morning. ‘ Serpasil’” 
(Ciba) has been the preparation of reserpine used through- 
out the series; and so far a total of 54 patients have 
received this drug. Of these, 12 were already having 
subcutaneous injections of pentolinium or hexamethonium 
at the time of starting treatment with serpasil, and 1 was 
having pentolinium orally. The other 41 patients were 
receiving no specific treatment at the start of the trial. 

About two-thirds of the patients had, at some time 
or other, been in hospital for full investigation ; and if 
serpasil was started while they were in hospital, they were 
later referred to the special clinic after their discharge. 
About a third of the patients were referred direct to the 
clinic from the outpatient department, having been 
investigated there first. With one or two exceptions, 
the upper limit of age has been 45 years, and the diastolic 
blood-pressure was at least 120 mm. Hg. We have tried 
to see each patient at least twice before starting serpasil, 
and after a short conversation the blood-pressure was 
taken three times with the patient lying on a bed. Ifa 
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Fig. |—Retinopathy in a case of chronic type-2 nephritis: A, before tr » showing 
papillaedema, retinal cedema, and macular star; B, after treatment with serpasil only. 


standing pressure was recorded as well, another three 
readings were taken ; and in each case the lowest reading 
was recorded. The pulse-rate was noted while the 
patient was recumbent. 

The dispensary held inert tablets corresponding to the 
three strengths of serpasil employed, and also made 
some sugar-coated phenobarbitone tablets, each con- 
taining gr. '/,, and some similar sugar-coated inert 
tablets. In 9 of the cases the patients were watched for 
several weeks during which they took inert “‘ serpasil”’ 
tablets and the sugar-coated phenobarbitone. These 
tablets were then changed over to serpasil proper and 
inert ‘‘ phenobarbitone.’’ In all the other cases serpasil 
itself was given initially (to avoid delay in treatment), 
and if the blood-pressure fell significantly inert ‘* serpasil ”’ 
tablets were substituted in the middle of treatment. 
Great care was taken that no patient should know when 
there was a change of tablets. 

In all cases, except those already on pentolinium or 
hexamethonium injections, each patient received initially 
serpasil 1 mg. daily in divided doses, and thereafter the 
amount was varied according to the response. Few 
patients required less than 0-5 mg. a day, and none 
received more than 2 mg. a day. The dosage of pheno- 
barbitone, when used, was gr. '/, t.d.s. In the 12 patients 
already receiving injections of ganglion-blocking drugs, 
the starting dose of serpasil was usually smaller than 1 mg. 
daily and was gradually increased, according to its effect. 
Serpasil Only ae 

Of 41 patients to whom serpasil only was administered, 
the result was good in 17 (41-5%), there was no effect in 
16 (39%), and the effect was doubtful or cannot yet be 
assessed in 8 (19-5%). 

In the 17 patients who responded well to treatment, the 
mean diastolic blood-pressure before treatment was 
145-8 mm. Hg, and during the trial the mean fall in this 
pressure was 47-4 mm. Hg. The highest and lowest 
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Fig. 2—Biood-pressure of a patient receiving serpasi! and inert tablets 
alternately 
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figures ever recorded for each 
patient would show an even more 
impressive fall in pressure, but 
we have taken the averages of 
readings at several consecutive 
attendances. The use of inert 
tablets seemed to show without 
reasonable doubt that the results 
were in fact due to serpasil. 


Serpasil Added to Ganglion- 
blocking Drugs 

Of 13 patients in which 
administration of serpasil was 
added to that of ganglion-block- 
ing drugs, the result was good 
in 9 (69-2%), there was no 
effect in 3 (23-1%), and the effect was doubtful or cannot 
yet be assessed in 1 (7-7%). 

These patients were all being treated with pentolinium 
or hexamethonium by subcutaneous injection, and their 
blood-pressure was therefore showing considerable 
diurnal variation. At the time of attendance, the mean 
diastolic pressure of this group. taken while recumbent, 
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Fig. 3—Blood-pressure, showing the effect of adding serpasil to 
pentolinium. 


was 153-3 mm. Hg. After the addition of serpasil the 
mean fall in diastolic pressure was 29-4 mm. Hg. This fall 
is not so great as in the first group; but in 2 of the 9 
cases involved it has been possible to discontinue 
injections of ganglion-blocking agent, and in 3 others 
the dose of ganglion-blocking agent has been reduced 
considerably. 


Further Findings in the Two Groups 

Subjectively, most of the 54 patients have felt better 
after the treatment was started, and headaches have 
either been relieved completely or considerably lessened. 
This relief was not always clearly related to a fall in the 
blood-pressure. Vision has improved in cases where 
retinopathy was present, and patients unable to read a 
newspaper at the start of treatment have later been 
able to do so. We have not been impressed with the 
objective improvement in retinopathy except in one or 
two cases, but cases of acute retinopathy most likely to 
respond to treatment were usually treated with pento- 
linium and are not included in this series. Fig. 1 illus- 
trates severe retinopathy with papilleedema in a case of 
chronic (type-2) nephritis treated with serpasil only, 
before treatment and four months later. In this case the 
initial pressure in hospital was 190/140 mm. Hg. After 
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a few weeks the diastolic pressure fell to 100-110 mm. Hg, 
but it rose later to 120 mm. Hg. 

Nervous and tense patients have all experienced a 
tranquillising effect from serpasil, and in all cases the 
pulse-rate bas decreased. There seems to have been no 
postural effect on the blood-pressure in patients taking 
serpasil only. The interval between the start of treat- 
ment and significant improvement has been very varied— 
from two to twelve weeks—but it has usually been less 
than four weeks. 

We have been quite unable to forecast the probable 
effect on any patient before treatment was started, and 
are unable to correlate success or otherwise with ztiology, 
length of history, age, sex, or temperament. Of the 17 
patients who had good results with serpasil only, 3 had 
renal hypertension, and | had malignant essential hyper- 
tension. Of the 9 who showed good results with serpasil 
added to pentolinium or hexamethonium, 1 had renal 
hypertension and 4 had malignant hypertension ; 1 other 
had polyarteritis nodosa. 

Side-effects were common; drowsiness and nasal 
stuffiness were experienced by over half the patients. 
Diarrhoea occurred in 4 cases. An unusual feature in 3 
female patients was lactation. 

One is an unmarried woman, aged 29, who has never been 
pregnant. Her breasts have enlarged and lactation has 
continued intermittently for six months, milk coming from 
both breasts at intervals of several] days, unrelated to menstru- 
ation. The quantity has not been recorded, but a 10 ml. 
sample was obtained without difficulty, and was found to have 
the following composition : total protein 2-8%, total fat 3-7%, 
lactose 6-5%, calcium 31 mg. per 100 ml., phosphatase 11-5 
King-Armstrong units per 100 ml. The protein content is 
bigher than average but all figures are within accepted 
standards for normal human milk. Microscopically the usual 
fat globules of various sizes were clearly visible. This patient 
lives about 70 miles from Manchester and because of the 
difficulty of personally supervising her treatment she is not 
included in this series. She has renal hypertension, the result 
of chronic type-1 nephritis, and her initial response to serpasil 
was excellent 

The 2nd case is in a woman, aged 49, in whom swelling and 
tenderness of the breasts with secretion of small quantities of 
fluid occurred about a week before each of four menstrual 


periods. The condition subsided and her periods ceased, 
presumably because of a natural menopause. She has seven 
children. 


The 3rd case is in a woman, aged 38, who had continuous 
secretion for four weeks, unrelated to menstruation. This 
ceased spontaneously although serpasil was continued. She 
has one child, aged 10. 


We have had to stop treatment in 10 cases because of 
depression ; one of these patients required admission 
for electroconvulsion therapy in a mental hospital, and 
one, we regret to report, committed suicide. In nearly all 
these cases there was a history of previous instability. 
One patient who was having injections of pentolinium 
and who was given serpasil developed moderately severe 
anginal pain at lunch-time each day. 

We had had to reduce her dose of pentolinium gradually on 
account of hypotensive symptoms ; and although she showed 
none of these symptoms at the time when angina developed, 
it was presumably caused by hypotension, as her blood- 
pressure was found to drop from 190/130 mm. Hg to 105/60 
mm. Hg on standing at midday. Possibly she did not experi- 
ence the usual symptoms of hypotension because she was 
seated on each occasion. This patient’s dosage of pentolinium 
had to be reduced by one-third after the addition of serpasil. 


Illustrative cases.—Figs. 2 and 3 show the fall in blood- 
pressure in 2 successful cases, one patient receiving 
alternately serpasil and inert tablets, and the other patient 
having serpasil added to pentolinium treatment. 


Conclusions 
As a result of this study of 54 patients treated with 
reserpine (serpasil), we conclude that the drug has a 
significant, and sometimes a profound, hypotensive 
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effect in at least 40% of cases of severe hypertension ; 
but it is obviously wasteful and useless to continue its 
administration in cases which do not respond. 

We have not been able to find any means by which the 
response may be foretold. 

In the most severe cases reserpine is probably better 
used in combination with other drugs. 

Reserpine is a dangerous drug. The immediate side- 
effects are not usually dramatic; but it may cause 
severe depression, and this led to suicide in one of our 
cases. 

Administration of reserpine to women occasionally 
results in lactation. 

We are grateful to Mr. H. Varley, biochemist to the Royal 
Infirmary, Manchester, for the milk analysis; to Mr. 
J.B. Lloyd, chief pharmacist, and his staff for their coéperation 
in this investigation; and to Ciba Laboratories Ltd. for 
supplying inert tablets simulating ‘ Serpasil .’ 
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PROGRESSIVE EXOPHTHALMOS TREATED 
BY ORBITAL DECOMPRESSION 
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GENERAL HOSPITAL, NEWCASTLE UPON TYNE 


WE describe here 30 cases of progressive exophthalmos 
treated by a type of orbital decompression not previously 
reported. Other methods of treatment have lately been 
fully discussed elsewhere—notably by Naffziger (1954) 
and by Dobyns (1950). 


Material 


All 30 patients were treated in the department of 
neurological surgery of the General Hospital, Newcastle 
upon Tyne. In 15 cases the disorder was unassociated 
with disease elsewhere in the body ; and in the other 15 
cases the patients had been treated for thyrotoxicosis. 


Progressive exophthalmos wunassociated with disease else- 
where.—The ages of the 15 patients (10 men, 5 women) in this 
group ranged from 28 to 71 years, The disorder was unilateral 
in 12 cases and bilateral in 3 cases; and in each of these 3 
cases bilateral decompression was carried oyt. 

Progressive exophthalmos associated with thyrotoxicosie.— 
The ages of the 15 patients (7 men, 8 women) in-this group 
ranged from 28 to 67-years. In each‘of the 15 cases the 
disorder was bilateral, and in 9 bilateral decompression was 
carried out. The disorder was related to previous treatment 
as follows: first appeared after thyroidectomy, 3; increased 
after thyroidectomy, 6; first appeared after thiouracil, 1 ; 
increased after thiouracil, 3; improved after thiouracil, 1 ; 
increased after radioactive iodine, 1. . 


All patients complained of pain in the orbit; this 
varied from a feeling of “‘ grittiness’’ and irritation in 
the milder cases to very severe discomfort in the most 
severe. In every case there was some ophthalmoplegia ; 
but in 6 this was severe and was associated with diplopia. 
Cornea] ulceration necessitated bilateral tarsorrhaphy in 
2 cases and unilateral tarsorrhaphy in 3 cases, 


" The Operation id 


After the scalp has been shaved and prepared the patient 
is placed on the operatirg-table in the supine position. The 
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head is slightly raised 
and turned to the side 
away from the operator. 

The head is draped, 
and an incision is made 
1/, in. posterior to the 
outer bony margin of 
the orbit, upwards to the 
outer end of the eyebrow, 
and then along the mar- 
gin of the origin of the 
temporalis muscle for 
approximately 3 in. 
This incision is carried 
through the galea, and 
the scalp flap is reflected 
downwards and _ back- 
wards. The temporal 
fascia and temporalis 
muscle are then incised 
with the diathermy 
knife and the muscle is 
reflected in the same 
way as the scalp flap, by 
means of a rugine. Up 
to this point the opera- 
tion follows the lines 
already described in our 
lateral approach to the 
frontal sinus (Row- 
botham, Clarke, and 
Hammersley 1955). 
With the perforator and 
burr an opening is now 
made into the orbit 
through the orbital plates of the sphenoid and zygomatic 
bones, thus exposing the layer of periorbital fascia. Mr. 
Hammersley’s drawing (fig. 1) shows the operation field at 
this stage. 

The bony opening is then enlarged with nibbling-forceps, 
so that the roof and lateral walls of the orbit are removed. 
In this process the dura mater of both anterior and middle 
cranial fosse is uncovered. The margins of the superior orbital 
fissure are preserved as is the annulus of Zinn. In mild cases 
no more bone is taken away; but if the exophthalmos is 
severe the outer bony margin of the orbit is unhesitatingly 
removed. The periorbital fascia is now freely incised, allowing 
the orbital contents to bulge out; and, after complete 
hemostasis has been secured, the temporalis muscle, galea, 
and skin are closed in layers with interrupted silk sutures. 
The wound is drained for twenty-four hours. 
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Fig. |—Exposure of periorbital fascia 
through burr-hole opening. Small 
drawing shows line of skin incision. 


Using standard neurosurgical techniques, the operation 
is not difficult and can be quickly performed. 

During operation, and for a few days afterwards, great 
care is taken to protect the eye, and a pressure-pad over 
the closed lids should be kept in position. The help of an 
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Fig. 2—Left: before treatment. Right: seven months after orbital 
decompression. 


ARTICLES 


[APRIL 14, 1956 


experienced ophthalmologist is of great value at this 
stage. 
Results 

In every case the exophthalmos receded and has not 
recurred ; no eyes have been lost. A very striking 
finding has been the complete relief of pain in every case. 
All our patients have commented enthusiastically on this 
and have considered the operation well worth while on 
this ground alone. In no case did ophthalmoplegia 
progress after operation ; in the 6 instances of severe 
ophthalmoplegia associated with diplopia there was 
some improvement after operation, but demonstrable 
ophthalmoplegia is still present. This finding agrees 
with that of Poppen (1950), who found in his series of 66 
cases that long-standing severe ophthalmoplegia was not 
dispelled by decompression. 

One of the most satisfactory cases is shown in fig. 2. 

This woman, aged 38, first noticed exophthalmos, a smooth 
goitre, and symptoms of thyrotoxicosis in February, 1954. 
In August of that year thyroidectomy was performed, but, 
despite alleviation of most of her symptoms, the eye condition 
progressed and she was referred to us in March, 1955. She 
was led into the clinic in great pain, with tears pouring down 
her cheeks. The left cornea was completely opaque, and the 
right was in a similar condition except for a very small part 
of each upper quadrant (fig. 2). The resting pulse-rate was 
120 per min. and the basal metabolic rate +58%. She was 
seen by Dr. G. O. Richardson, who advised that she should be 
given thyroid gr. 4 daily. Mr. J. M. L. Howat performed 
immediate bilateral tarsorrhaphy. 

Three days later the right orbit was decompressed, and 
after an interval of five days the left orbit was similarly 
treated. Reduction in the exophthalmos was immediate and 
striking, with accompanying complete relief of pain. The 
patient’s condition in October, 1955, is shown in fig. 2. 
The visual acuity in the right eye is 6/18, and the left cornea 
is clearing. A few adhesions between the lids—the result of 
tarsorrhaphy—are still present but she can see to do her 
housework and look after her young family. The thyro- 
toxicosis is controlled with carbimazole. 


One patient, a man, died during operation on the left 
orbit, the right having been decompressed a few weeks 
earlier. 

He was 67 years of age, with very severe exophthalmos. 
Thyrotoxicosis had been treated with thiouracil to the point 
where myxcedema had developed. Auricular fibrillation was 
under treatment with digoxin. Death was attributed to 
heart-failure. 


This patient was an acknowledged poor operative risk, 
but in retrospect we feel that the myxedema may not 
have been taken sufficiently into account. We now do 
not operate in such cases until we are satisfied about the 
control of the thyroid deficiency. 


Pathology 


Orbital biopsies have been carried out only 
occasionally, because of the danger of inflicting 
serious damage and because of the diffieulty, in 
many of these cases, of identifying structures 
accurately. In every case at operation the tissues 
within the periorbital layer of fascia were found 
to be under great tension. The extra-ocular muscles 
were bulky and pale and there seemed to be an 
excess of orbital fat. 

In 5 patients pieces of lacrimal gland were removed ; 
3 of these specimens showed chronic inflammatory 
changes with lymphocytic infiltration. 

In 5 specimens of levator palpebra superioris muscle 
there was infiltration by lymphocytes, plasma-cells, and 
mast-cells. The sarcolemma nuclei were proliferating. 1 
specimen of muscle had undergone replacement by 
fibrous tissue. 

Orbital fat was examined in 6 cases, with normal 
findings in 5. In the 6th case the fat was cedematous. 





Our findings therefore agree with the generally 
accepted view that in this condition there is 
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probably an increase in orbital fat, that the muscles are 
large and infiltrated by lymphocytes, and that in the later 
stages in untreated cases the muscles may be replaced by 
fibrous tissue. 

Discussion 
Etiology 

In some of our cases treatment of thyrotoxicosis had 
been followed by onset or exacerbation of exophthalmos. 
The general consensus of opinion seems to be that an 
anterior-pituitary-gland hormone is responsible for the 
development of the condition. Experimentally this has 
been shown to be the case in many animals ; Friedgood, 
for example, has demonstrated that in guineapigs 
anterior-pituitary extract will produce thyrotoxicosis and 
exophthalmos initially, and that after two to three weeks, 
although the thyrotoxicosis wanes, the exophthalmos 
continues to increase (Friedgood 1934). Dobyns and 
Wilson (1954) have demonstrated the presence of 
‘‘ exophthalmos-producing substance ’’ in the serum of 
patients with progressive exophthalmos. 

Treatment 

All our cases were referred by physicians or ophthalmo- 
logists either because they felt that methods of treatment 
other than orbital decompression were unlikely to help 
or because other methods had been tried without success. 
The condition is in many cases self-limiting, and can be 
subject to remarkable remissions. Our cases, however, 
were all truly ‘‘ progressive.”’ 

The medical treatment of this disorder consists in 
measures to inhibit the secretion of thyrotrophic hormone 
by the pituitary gland. Despite the theoretical basis for 
administration of thyroid gland, results seem to be poor. 
Friedgood (1941) describes them as ‘‘ notoriously unsatis- 
factory,’ and Dobyns (1950) has come to the same 
conclusion. Russell Brain (1952), reviewing 150 cases, 
stated that 45% were unchanged by medical treatment 
and 15% were exacerbated. (Estrogens and p-hydroxy- 
propiophenone (H365) have also been tried (Okie et 
al. 1952). The effects of cortisone and corticotrophin 
in the control of progressive exophthalmos appear to be 
disappointing (Medical Research Council 1955). 

Radiotherapy applied to the pituitary gland is credited 
with some successes (Dobyns 1950); but in our opinion 
it is not justifiable to submit the pituitary gland and 
neighbouring structures, in particular the hypothalamus, 
to the effects of X-irradiation for this condition. Orbital 
irradiation seems to be more successful in the non- 
thyrotoxic group (Jones 1951). 

Laurent and Scopes (1955) have reported 1 case treated 
successfully by subconjunctival injection of hyaluroni- 
dase. This method clearly needs further trial. 

The discovery of some reliable method of endocrine 
control may not be long delayed ; but at present it seems 
that the only method of treatment that can be relied on 
to give consistently good results is adequate surgical 
decompression. Most surgeons still use the operation 
described by Naffziger in 1931. 

This entails raising a coronal scalp-flap and one or two 
frontal bone-flaps; after elevation of the dura mater, the 
roof and lateral wall of the affected orbit or orbits are removed 
from above. This operation has been extended by Poppen 
1950) to include removal of the walls of the frontal and 
ethmoidal air-sinuses. 


Dickson Wright (1948) has described a direct approach 
to the orbit, using an incision across the forehead and 
temporal fossa. 

We believe that the operation here described fulfils 
the need for adequate decompression while observing 
cosmetic considerations ; furthermore, it is simple to 
perform. 

The indications for operation that we follow are severe 
exophthalmos unresponsive to medical treatment, 
hreatened or actual corneal damage, pain, chemosis, 


papilledema, and ophthalmoplegia causing diplopia. 
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Because the results of decompression have proved so 
satisfactory, we enter a plea that patients should be 
referred before the cornea is damaged and before 
irreversible changes have taken place in the optic dises, 
extrinsic ocular muscles, or conjunctive. 








Summary 


Ari operation for orbital decompression in patients 
with progressive exophthalmos is described, and the 
results in 30 consecutive cases are reported. The 
operation and pathological findings are analysed. 


We wish to thank our medical and ophthalmological 
colleagues for referring the patients to us; Mr. J. M. L. Howat 
for his help in the management of our patients; and Miss 
M. E. Bousfield for assistance. 
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INTERSTITIAL EMPHYSEMA, 
PNEUMOTHORAX, AND * AIR-BLOCK ”’ 
IN THE NEWBORN 


Joun L. Emery 
M.D. Brist., D.C.H. 
PATHOLOGIST, CHILDREN’S HOSPITAL, SHEFFIELD 


INTERSTITIAL emphysema of the lung and mediastinum 
presents in the first few weeks of life in three fairly definite 
clinical categories. 

(1) The first group of cases appears to be the direct con- 
sequence of violent artificial respiration directly after birth. 
Resuscitative emphysema occurs in asphyxiated infants and 
is often only a terminal event due to “ heroic” attempts to 
maintain life. Such infants are extremely ill from birth. 

(2) A second*and well-recognised group occurs in infants 
who have infection, often staphylococcal, of the respiratory 
tract. In our experience these infants are all over the age of 
6 days at the time of death and have various associated 
pulmonary conditions—e.g., “‘ bronchiectasis,’ pneumatoceles, 
and recurrent tension pneumothorax, 

(3) The third group is in several respects quite different 
from the others. Interstitial air arises spontaneously without 
artificial respiration in infants that have been lusty at birth. 
It occurs within a few hours or days after birth and is often 
rapidly fatal. 


This last group is the subject of this study. The 
purpose of this paper is to demonstrate the incidence, 
the clinical features, and the apparent cause of this 
condition. 

Present Study 

14 cases of interstitial emphysema of the lung and 
mediastinum, with death apparently due to air-block, 
were seen in the necropsies that I have done in the last 
five years. Until 1954 the necropsies were almost entirely 
from a highly selected group of teaching-hospital admis- 
sions, so the numbers gave little idea of the over-all 
prevalence of the disease. Since 1954 the infants coming 
to necropsy have comprised the majority of deaths in 
Sheffield in this age-group. Thus the recent cases 
provide a guide to prevalence. 


Prevalence 
Of the last 100 necropsies that I have done in 1954—55 
in Sheffield on infants dying within 7 days of birth 48 
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DETAILS OF 14 INFANTS WHO DIED BEFORE THE AGE OF 
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DAYS WITH INTERSTITIAL EMPHYSEMA OF THE LUNGS AND 


MEDIASTINUM 
Maturity Meconium Age 
Case at , . or mucus Duration of “= 4 at Pneumo- 
a birth Condition at birth Labour on face symptoms Symptoms death thorax 
(weeks) at birth (hr.) 

1 43 Normal, covered with meconium Normal 15 hr. Cc yanotic attacks 24 L+R 

2 10 Normal Normal ‘ Found dead Nil 12 L 

3 40 Cried well Normal t 46 hr. * Whimpering ”’ 48 R 

4 40) Normal Normal ‘ 10 hr. + 14 . 

) 42 Covered with meconium ;recovered Normal + 3*/, hr. Cyanosis 217/, L+R 

spontaneously 

6 41 Asphyxia Normal 30 min. Restless 7/s L 

7 41) Normal Normal ? os 22 L R 

x 10) Normal Normal ae 24 hr. Sloughy breathing 49 I 

y 40 Normal Normal ? 23'/, hr. Cyanosis 24 
10 12 Cried "YT ously Normal 3 hr. Cry less strong 4 L +R 
11 10) Mouth full of meconium Difficult 24 hr. Cyanosis 24 L 
12 40 1-2 min. before cry Normal Found dead Vv omited ? mec onium 36 L R 
13 40 Cyanosed Normal 30 min. * Grunting ’ o ? 
14 40 Cried well after short interval Normal 4 hr. * Queer noise ” 10 L 


, 


were on ‘‘ premature’’ infants and 52 on “ full-term’ 
or “‘ postmature ’’ infants. None of the premature infants 
died of spontaneous interstitial emphysema, although 
several had small amounts of emphysema produced by 
artificial respiration. The following list shows what was 
considered to be the major cause of death in the 52 
full-term infants : 


Cause of death No. of cases 


Gross congenital deformity .. ne “a 6 22 
Hemolytic disease 7 2 
Obstetric and birth trauma 6 
Thrombotic lesions 2 
Infection 1 
Hyaline me mbrane _ 3 
Interstitial emphysema 7 
Single causes... ae 3 
Cause not found 6 


Total o° 5“ 

This list demonstrates the known relative importance 
of congenital deformities and the now small importance 
of primary infections in the newborn. Interstitial 
emphysema of the lung and mediastinum was the 
commonest single cause of death among the normally 
formed mature infants. 
Olinical History 

Details of the 14 infants who died of interstitial 
emphysema, pneumothorax, and air-block are recorded 
in the accompanying table. 

Some typical individual histories follow : 


Illustrative Case-reports 


Case 1.—A first male child, normal delivery, maturity 43 
weeks. At birth he was covered with tenacious meconium. 
After being “‘ cleaned up ’’ he was thought to be fit, and his 





Fig. |—Heart and lungs showing extensive interstitial emphysema in 
both lung and large vesicles at root of left lung. 


condition did not disturb the hospital attendants. At 9 hours 
of age he had a cyanotic attack. Three further cyanotic 
attacks occurred before he died at the age of 24 hours. This 
infant had no artificial respiration. At necropsy a left-sided 
pneumothorax was found, The nasal passages and the trachea 
contained much greenish meconium-like material. There was 
bilateral interstitial emphysema of the lung, with much air 
at the hilum and around the vessels in the mediastinum, 
Microscopy confirmed the presence of meconium in the 
alveolar ducts. 


Case 2,—A full-term child born naturally. The liquor was 
slightly green. At birth the baby cried normally and appeared 


r 
* 





Fig. 2—Transverse cut across root of lung, showing air surrounding large 
vessels. 


normal, but there were small amounts of meconium-stained 
fluid over the face. The infant was left in its cot and was 
considered to be completely normal, but was found dead at 
the age of 12 hours. Necropsy revealed a left-sided pneumo- 
thorax and extensive interstitial emphysema of both lungs and 
the hilum. Microscopy showed keratinised squames obstruct- 
ing the air-passages, 


Case 3.—-The family doctor in sending the infant to hospital 
wrote: ‘ Baby born 8 p.m. Sunday night, second of twins 
born very quickly, vertex presentation. Alleged to have cried 
well, but when seen by me at 9 P.M. was only whimpering : 
was blue in hands and feet. Improved in a few hours. Today 
he has become increasingly blue . . . I hope it reaches you 
alive.” The child was dead on admission, then aged 2 days. 


Case 4.—A mature infant delivered naturally after normal 
labour attended by a private doctor. The infant cried 
immediately after birth and in a few moments gave what 
the doctor described as “‘a good yell.” Neither the doctor 
nor the midwife was in any way worried about the infant. 
Three hours later the mother noticed that the infant was 
moaning. After a further three hours, when she went to 
change the napkin, she saw that the infant was pale and blue. 
When the infant was 13 hours old, she noticed a little blood 
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coming from the nose. She called the midwife, who called 
the doctor, who ordered its immediate removal to hospital. 
The infant died in the ambulance aged about 14 hours. 


Case 5.—The following is the letter that the family doctor 
sent. with the child when the child was brought in for necropsy : 
“The child (a boy) was postmature and born at 4 p.m. The 
confinement was normal. There was a lot of meconium in the 
amniotic fluid. He recovered reasonably quickly and cried 
normally. Birth-weight 8'/, lb. He appeared well at 10 a.m. 
today, but at 11 a.m. the midwife noticed that he was a little 
eyanosed. This cyanosis was when he cried. I was called to 
see him at noon, and again at 12.45 p.m., when arrangements 
were made to admit the child to the Children’s Hospital.” 
The infant died before it could be admitted, at about 1.20 P.m., 
aged 21'/, hours. 

These histories illustrate the features of the whole 
series. All the infants were mature or postmature. In 
7 there was a spontaneous remark on the presence of an 
abnormal amount of mucus or meconium on the face 
of the infant. Only 1 of the infants had ‘‘ asphyxia” at 
birth. All cried spontaneously and did not require 
artificial respiration. 5 of the cases came to me by way 
of the coroner, but many of the others could well have 
come the same way but for the enlightened outlook of the 
local coroner. 

Pneumothorax was present ‘in 11 of 13 in this series 
in whom the chest was opened under saline—on the left 
side in 10, and on botb sides in 5. 
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Fig. 3—Low-power view of lung showing interstitial air compressing a 
vessel near a bronchus. 


The ages of the infants at death were 4-49 hours. 
2 had shown no abnormal symptoms and were simply 
found dead. The others had symptoms lasting from 
about half an hour to twenty-four hours, consisting 
either of cyanosis or of a notable alteration in the 
character of respiration. 


Pathology 

The trachea and main bronchi in these cases did not 
appear to be obstructed. 

The air vesicles in the interstitial tissue of the lung 
were larger as the hilum was approached, those at the 
hilum and junction of the lung and mediastinum often 
forming a sort of tense collar round the root of the lung 
(fig. 1). 

After fixation, the presence of air surrounding the 
vessels in their sheaths was usually obvious to the naked 
eye (fig. 2) and more easily seen in sections (fig. 3). 

Microscopy revealed the presence of masses of mucus 
usually containing either whorled plugs of keratinised 
squames (fig. 4) or small sheets of similar squames in the 
smaller bronchi and bronchioles. These keratinised non- 
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= ARIES 
Fig. 4—Bronchiole obstructed by non-nucleated ker 
i.e., a mass of vernix. 





nucleated squames are the cells found in vernix. Beyond 
many such masses of mucus small areas of dilated alveoli 
were often found (fig. 5) ; and in some cases actual points 
of rupture of such acini into the connective tissue could 
be seen (fig. 6). 

No air-embolism was seen in this series of infants, and 
in no case was pneumonia or infection of the respiratory 
tract found. 

None of these infants showed any developmental 
abnormality of the respiratory tract and mediastinum, 
and no pathological lesions were found outside the chest. 
The right hearts in the infants appeared to be unusually 
distended, but no significant enlargement of the liver was 
noted. 

The immediate cause of death in all these infants was 
air in the pleural cavity and mediastinum, with apparent 
compression of the vessels at the roots of the lungs, 
producing ‘‘ air-block.’”’ The interstitial emphysema in 
all the cases appeared to be due to mucus, with amniotic 
debris and vernix, causing differing degrees of obstruction 
in the smaller air-passages of the lungs. 


Discussion 
Prevalence 
The recorded incidence of interstitial air in the chest 
in normal infants varies. Davis and Stevens (1930) 


Fig. 5—Bronchiole partly obstructed by mucus bearing squames ; and 
iated alveoli distended beyond the obstruction. 
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Fig. 6—Distended alveoli at site of rupture into interstitial tissue of lung. 


found radiographic evidence of pneumothorax in 6 
children in a series of 702 consecutive normal babies. 
Holt and MeIntosh (1953) state that ‘‘ about 10% of new- 
born infants have small collections of air in the medi- 
astinum.’’ On the other hand, Keeffe and Jones (1951) 
found no case of pneumomediastinum or of pneumo- 
thorax in the routine anterior and lateral radiographs of 
over 4000 newborn infants. Possibly the incidence of 
interstitial air will vary with different obstetric practice, 
but a general impression is gained that a variable amount 
of interstitial air causing no symptoms may be expected 
in perhaps 1 in 200 normal infants. 

The interpretation of free air in the thorax is difficult ; 
for, if one accepts the findings of Davis and Stevens 
(1930), it would be expected to be present and of no 
lethal significance in about 1% of all newborn infants. 
However, apart from the numerically greater prevalence 
(about 10% at necropsy), the importance of air in the 
thorax largely depends on its position : a relatively small 
amount of air choking the vessels at the hilum of the 
lung and producing “air-block’’ is of considerably 
greater importance than an extensive pneumothorax or 
a large mass of air extending widely through subcutaneous 
tissues. 

Though most workers agree that a small amount of air 
in the chest does no harm to the infant, DeCosta (1940) 
was able to review about 50 case-reports where this air 
produced symptoms which required treatment. 13 cases 
of pneumomediastinum were reported between 1941 and 
1949 (Heald and Wilder 1949), and 2 of them were fatal. 

Though the number of cases of spontaneous inter- 
stitial emphysema, air-block, and pneumothorax reported 
in this country is extremely small (Rothman 1937, 
Yudkin 1947), this disease appears to be increasing in 
relative importance in normally formed mature infants 
within the first week after birth. 

The relatively high prevalence in my series is 
undoubtedly due to the inclusion in my material of the 
majority of infants dying within the City of Sheffield 
and to the increasing coéperation of the home doctors 
by their sending infants into hospital for necropsy instead 
of certifying the cause of death as atelectasis or as 
bronchopneumonia. 


Clinical Manifestations 

The clinical histories of interstitial emphysema and 
death from air-block seem to be consistent. The children 
are either mature or postmature. Though they cause no 
alarm at birth they often have much mucus in and around 
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the nose and mouth, and they usually cry lustily. Death 
in these cases has been preceded by either cyanotic 
attacks or a change in respiration, which usually becomes 
noisy. 

These symptoms have previously been well described. 

One of the first cases ever reported (Ruge 1878) was just 
like the present series. It was a full-term baby requiring no 
resuscitation ; it cried lustily during the night (8-12 hours 
after birth) but later became cyanosed, and died next morning 
on the way to hospital. 

Silver (1939), describing the 6th recorded case, pointed out 
the activity of the infants and observed that infection was 
not an important factor in causing interstitial emphysema 
until after this age-group. 

Salmon and Forbes (1943) described 3 cases of pneumo- 
thorax, all in infants who cried spontaneously. In 2 of the 
cases meconium and much mucus were a feature at birth. 

Strain and Connell (1950) described an infant with spon- 
taneous pneumothorax at the age of 4 days. The infant cried 
spontaneously at birth and had had no artificial respiration. 
The symptoms were cyanotic attacks. The child recovered. 

As Salmon (1947) pointed out, the clinical picture of 
air-block in the newborn is unlikely to be simple. The 
condition is the result of another disorder producing 
interstitial emphysema. In infants with spontaneous 
emphysema something has produced the excessive pro- 
duction of mucus or the discharge of meconium during 
labour, and thus, though these infants’*are clinically 
apparently normal at birth, they probably have received 
some subclinical stress during labour. 


Aitiology 

In the present cases microscopy revealed in the smalb 
air-passages keratinised squames derived from the fetal 
skin. There was no evidence of infection of the respira- 
tory tract. The rupture of the alveoli into the interstitial 
tissue appeared to be related to the presence of mucus 
carrying squames in the terminal bronchioles and 
alveolar ducts. The interstitial air appeared to be 
compressing blood-vessels, particularly in the hilum of 
the lung. No air-embolism (Lindblom 1924) was seen in 
this series of infants. 

Fisher and Macklin (1940) described a girl dying with 
interstitial emphysema in which the vessel sheaths were 
‘‘air burrows in which collapsed vessels look insignifi- 
eant,”’ and Macklin and Macklin (1944) followed this 
with their classic study of the mechanism of death in 
interstitial emphysema of the lung and mediastinum. 
They consolidated the concept of ‘‘ air-block ’’ whereby 
death occurs from heart-failure due to the obstruction 
to pulmonary blood-flow by the pressure of air round the 
vessels and in the vessel sheaths. The production of 
interstitial emphysema requires the partial obstruction 
of a segment of the respiratory tree and an increased 
expiratory effort. In the cases described here the 
respiratory blocking appeared to be due to mucus and 
inhaled amniotic debris, and the expiratory force that of 
lusty erying. 

Following the work of Macklin and his colleagues, 
Salmon et al. (1947) described 6 cases of death from air- 
block in the newborn. An interesting observation in 1 
of their cases was that ‘‘ although the infant’s mouth and 
pharynx were full of mucus and meconium, respiration 
was prompt and spontaneous.’’ They observed that 
death in these infants was from acute cor pulmonale 
due to compression of the pulmonary vessels causing 
pulmonary hypertension. 

Published reports on interstitial emphySema in the 
newborn go back to Guillot (1853), but the more recent 
papers contain unjustifiable statements, such as 
‘** Pneumothorax in the newborn results from the trauma 
of birth’’ (Strongin 1938). Keeffe and Jones (1951) 
state that, in all published cases of pneumothorax, some 
form of artificial respiration had been administered. 
Salomonsen (1952) states that ‘* interstitial emphysema 
of the lung and mediastinum (air-block) commonly 
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follows infection of the lung in the inate’ "Much 
misconception has been due to the attempt to consider 
immature, mature, and postmature infants as a single 
entity. 

DeCosta (1940) distinguished two types of pneumo- 
thorax in the newborn. One, ‘‘ pneumothorax abrupta,”’ 
occurred at birth in debilitated infants and had a 42% 
mortality; and a second, ‘‘ pneumothorax |lenta,”’ 
occurred hours or days after birth. Of the 34 infants with 
the latter type of pneumothorax that he could find 
reported 2 had received artificial respiration. Though 
he did consider that mucus, vernix, and coughing were 
important, he discussed also congenital deformity of the 
lung, trauma, and infection. 

Rothman (1937) described 2 cases in this country and 
considered that enlargement of the thymus, collapse of 
the epiglottis, and congenital pulmonary defects were of 
more importance than obstruction of the respiratory 
tract by inhaled material. The reason for his inclusion 
of multiple defects appears to be that many cases of 
inspiratory obstruction accompanied by the most 
laboured inspiratory efforts do not produce emphysema 
or pneumothorax. This view is based upon a miscon- 
ception that interstitial emphysema is due to excessive 
inspiratory efforts, it not being generally realised that it 
is only by increased expiratory effort that air can be 
spontaneously expelled into the connective tissue. 


Prevention 

The shortness of histories and the present poorly 
studied symptoms of the newborn suggest that interstitial 
emphysema will remain either a post-mortem or radio- 
logical diagnosis for a little while. Furthermore, the 
bronchi and bronchioles that are obstructed and 
responsible for the interstitial emphysema are, by the 
time the lesion has developed, too small to permit 
surgical aspiration. Thus the clinical approach must be 
entirely towards prevention. 

Since amniotic debris and mucus were inhaled in all 
the cases, the clinical problem lies in dealing with a child 
showing meconium or excess mucus on the face and in the 
upper respiratory tract. 

There is a tendency to think that careful and complete 
removal of mucus is of major importance only in a weak 
immature infant; yet it seems that mucus can be, if 
anything, more dangerous in a mature child who cried 
lustily soon after birth. It is possible that respiratory 
stimulation and enthusiastic methods to make a child 
give a ‘‘ good yell’’ as soon as possible after birth are 
sometimes misplaced. A mature child can probably 
withstand small areas of atelectasis better than it can 
interstitial emphysema. 

Summary 

Clinical and pathological data are presented of 14 
infants who died as a result of spontaneous interstitial 
emphysema of the lung and mediastinum within the 
first 6 days after birth. 

This condition appears to be due to excessive expiratory 
effort following inhalation of meconium or mucus. 

In a recent necropsy series this condition was apparently 
the commonest single cause of death in normally formed 
mature and postmature infants. 

It is a pleasure to acknowledge the coéperation of Dr. 
T. Colver, Dr. L. P. DeAbrew, Dr. K. F. Garside, Dr. R. R. 
Gordon, Prof. R. 8. Illingworth, Dr. E. Miller, Dr. A. J. N, 
Warrack, and Dr. J. D. Young. 
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TREATMENT OF NEPHROSIS.WITH 
PREDNISOLONE 


Gavin C. ARNEIL 
M.D. Glasg., M.R.C.P., F.R.F.P.S., D.C.H. 
LECTURER IN CHILD HEALTH IN THE UNIVERSITY OF GLASGOW ; 
PAZDIATRICIAN, ROYAL HOSPITAL FOR SICK CHILDREN, 
GLASGOW 

THE treatment of nephrosis is unsatisfactory. Cation- 
exchange resins (McChesney et al. 1951), artificial infec- 
tion with malaria (Gairdner and Shute 1955), and hor- 
mones such as cortisone and corticotrophin (Arneil and 
Wilson 1952, 1953) have proved of limited value. All 
these treatments can provoke diuresis on occasion but 
fail to reduce the albuminuria consistently. The results 
of cortisone and corticotrophin treatment are confused 
by the retention of sodium during treatment and the loss 
of sodium when the treatment is stopped, since such 
electrolyte fluctuations materially alter the degree of 
cedema. 

With the advent of ‘ Deltacortril’ (prednisolone), a 
synthetic hormone with a cortisone-like action but little 
or no sodium-retaining property (Bunim et al. 1955), it 
seemed possible that a potentially useful form of treat- 
ment was to hand. Accordingly this substance was used 
to treat 4 edematous patients with nephrosis at this 
hospital. 

Methods and Material 

Albuminuria.—The urine passed in every twenty-four 
hours was collected and the absolute loss of albumin 
calculated by the Esbach method. 

Serum-proteins.—Total serum-proteins were estimated, 
and electrophoretic fractionation was done by a modifica- 
tion of the method described by Cremer and Tiselius 
(1950). Readings were made with a scanner of the 
‘EEL’ type. 

Blood-cholesterol Level.—This was estimated by the 
method described by Dutton (1932). 

Erythrocyte-sedimentation Rate (E.S.R.).— 
Wintrobe method was used. 

Diet.—The patients were allowed the normal ward 
diet but with the sodium content restricted to less than 
2 g. daily. No additional potassium was given. 

Details of the 4 patients are given in table 1. The 
history, clinical findings, and biochemistry (table 1) 
were typical*of nephrosis in each case. 


The standard 


Results 

Within six days of the start of treatment the albumin- 
uria decreased strikingly in all 4 cases. The daily loss 
ofalbumin decreased from 1-4 g. to less than 0-25 g. in each 
patient two weeks after the start of treatment. Albumin- 
uria disappeared completely in cases 1, 3, and 4 but 
reappeared (for a few days only) in case 3 six weeks after 
treatment had stopped. The relationship of the alteration 
in albuminuria to the start of treatment and to the onset 
of diuresis for the 3 cases in which complete records were 
obtained is shown in fig. 1. In all 4 patients diuresis 
began within eight days of the start of treatment and 
lasted from six to eight days. During diuresis these 
nephrotics lost fluid amounting to 26-31% of their 
non-cedematous body-weight. While edematous they 
had seemed plump and well nourished, but this sudden 
fluid loss revealed the underlying wasting. All 4 patients 
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TABLE I-—CLINICAL DETAILS 





Case no. sa oe a 1 2 3 4 
Age (yr.) cm se 43) 8 2 8, 
tg Oe an Mm" M "ing M 
Duration of disease (mos.) ‘ 58 3 24 
Blood-pressure (mm. Hg) ee 110/75 re <7 1 

s Occasional casts, 


Albuminuria (g. daily) 1- 
Urine... es os Casts, no blood-cells 


Degree of oedema re Severe + ascites 


Occasional casts, 
no blood-cells 
Severe + ascites 


Occasional] casts, 
epithelial cells 
Severe +ascites 


no blood-cells 
Severe + ascites 


Dosage of prednisolone (mg. 60 x5 60 x10, 40 x10, 20 x10, 60 x10, 40 x10, 20 x10, 60 x10, 40 x 5, 20 x10 
daily) 10 x10 10 x10 10 

Weight before diuresis (lb.) .. 40 72 29 67 

Weight after diuresis (lb.) ee 31 57 22 53 

Time since diuresis (mos.) wis 5 4 3 1 


remain free from cedema sixty to a hundred and eighty The fact that prednisolone consistently reduced the 


days after diuresis. 

The serum-albumin level rose rapidly in all 4 cases 
(fig. 2). During diuresis the serum-albumin level was 
below 1 g. in all 4 patients, but the level rose rapidly 


TABLE II-—-RESULTS OF INVESTIGATIONS 











Serum-protein ayes pateed - 
(g. per 100 ml. | chole- |. 
. : isle es sterol | #-8-R- 
Case | Date (n (mm. 
no. _ a | 1g. in 1 
a Albu- |*8nd8)  y- =| per hr.) 
Total =n | globu- | globu- 100 
lins lin ml.) 
1 Sept. 28, 1955) 4-2° 0-3* 34° 0-5* 358* 114* 
om f a 4-8 0-4 3-6 0-8 307 
os 13, 5 4°5 0-7 3-4 0-4 219 e 
ee 21, 59 1-4 3-8 0-6 183 42 
Nov. 22, es 7:4 31 3:4 0-9 150 | 14 
Jan. 3.1956 8-2 | 3-5 3-2 15 | 140 15 
2 Nov. 8,1955) 4°8*| 0-6* 3-4* 0-8* | 265* 46° 
na 19, ,, | 60 0-9 4-0 1-0 260 cbs 
99 29 i 6-2 2-9 2-1 1-1 120 14 
Dec. 9, ,, | 7°2 2-8 2-8 1-6 100 16 
so . | 94 3-4 2-0 2-0 100 10 
99 aa 7-4 3:1 2-7 1-6 | 06 9 
Jan. 30,1956) 6-2 2-7 2-2 1-3 91 7 
Feb. 24, , j4 2-4 2-2 0-8 100 7 
3 Nov. 22, 1955) 5-0* 0-6* 40° 0-3* 310° | 116* 
Dec. 1, ,, | 57 0-6 oe T 29 280 43 
aS, sc | OO 29 3-3 0-6 165 | 15 
-o Ste, SO 3-0 2-7 1-32 | 127 4 
Jan. 6.1956 7-1 | 28 | 3-0 13 |100 | 2 
a Se oe f Oe] Ot 2-3 13 | 103 | 6 
Feb. 24, ,, | 56 | 2-7 2-1 08 |105 | 8 
4 Feb. 3, 1956) 4°8* . — | aa | 467* as 
a a 0-7 33 | O05 | 230 | 44 
17, 6-4 oe oe Ae) es 176 ep 
24, 5-7 2-6 2-4 |} 0-7 90 | #16 


* Level before prednisolone treatment. 


thereafter. The higher level has been sustained by each 
patient (table 1), but in general the optimal electro- 
phoretic pattern was reached at the end of prednisolone 
treatment, and somewhat lower levels persisted there- 
after. The gamma-globulin level rose in each case during 
treatment and was sustained. Blood-cholesterol levels 
fell from above 260 mg. to below 150 mg. in all 4 patients 
and have remained within normal limits. The nadir of 
weight-loss having been passed, these patients gradually 
gained weight without any return of edema, probably 
owing to eutrophy and protein anabolism. 


Discussion 


Nephrosis is not rare; during the past eighteen years 
(1938-55) 120 children with nephrosis have been admitted 
to the Royal Hospital for Sick Children, Glasgow. In a 
long-term follow-up of 208 cases Barness et al. (1950) 
found an eventual mortality of 50%, and this mortality 
has probably been little affected by modern treatment 
(Barnett et al. 1952). In dealing with such a chronic and 
unpredictable disease it would be foolish to place reliance 
on a small number of cases treated for a short time. 
Nevertheless the immediate results of prednisolone 
treatment are encouraging and significantly superior to 
those obtained with either corticotrophin or cortisone. 


albuminuria, and caused diuresis and thereafter clinical 
and biochemical improvement in these patients suggests 
that it may prove to be valuable in therapy. That 
treatment is given orally is of great advantage in dealing 
with small children, particularly when cedema is present. 

The general impression is gained (figs. 1 and 2) that 
the patient receiving the longer courses of prednisolone 
improved more rapidly. The mode of action of predni- 
solone is not known, but it seems likely that albuminuria 
is decreased either by a direct action on the nephron or 
by the blocking or destruction of an extrarenal factor 
(such as an abnormal antigen-antibody ’reaction) pro- 
voking albuminuria. It is unlikely that the action is one 
of simple blocking or antagonism, since the clinical 
improvement may take place after the hormone treatment 
has been stopped. In addition it is possible that predni- 
solone, which has no salt-retaining activity (Bunim et al. 
1955), may depress the endogenous production of adrenal 
hormone and cause sodium and water diuresis resembling 
a temporary ‘‘ addisonian crisis.’"” The improvement in 
case 2, who had had nephrosis for five years, was unex- 
pected and the persistence of slight albuminuria no 
surprise. 

Too much attention has been paid to altering the 
cedema, the ascites, and the blood-cholesterol and serum- 
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protein levels in . nephrosis. ‘It seemed likely that little 
progress would be made in treating nephrosis until some 
method of diminishing albuminuria could be found. 
Prednisolone seems to have this property; if so, it 
should be used primarily to attack albuminuria. High 
initial dosage could be used to eliminate albuminuria 
followed by such dosage as keeps the urine clear there- 
after. In this way the method of treating nephrosis with 
prednisolone would parallel the use of cortisone in 
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suppressing the symptoms of disease, such as acute 
rheumatism. Nor does it seem sensible to delay the start 
of treatment in the hope that the albuminuria will clear 
up spontaneously. If the albuminuria of nephrosis were 
as painful as the arthritis of acute rheumatism, we would 
not stand idly by. Yet the nephrotic albuminuria is a 
sign of much graver prognostic significance than the 
arthritis which obtains urgent admission and immediate 


treatment. 
Summary 


Prednisolone treatment of 4 children with nephrosis 
led to reduction of albuminuria, considerable diuresis, 
a rise of serum-albumin and gamma-globulin levels, a 
return to normal of the blood-cholesterol level and the 
E.S.R., and striking clinical improvement in all 4 cases. 
In 3 patients albuminuria is no longer present, and in 
the other 1 it is greatly reduced. 


I wish to thank Prof. Stanley Graham and Dr. J. H. 
Hutchison for allowing me to treat patients in their wards ; 
and Dr. H. Ellis C. Wilson and staff for the biochemical 
investigations. Messrs. Pfizer Ltd. provided generous supplies 
of ‘ Deltacortril.’ 

ADDENDUM 

A 5th successive case has now been treated. A boy, aged 
28/, years, with a typical clinical and biochemical picture, 
began a course of prednisolone (as for cases 2 and 3) 
six days after the onset of signs. Albuminuria lessened on 
the fourth day and was absent seven days later. Diuresis 
occurred on the seventh day and no cedema has been detected 
since then. Serum-proteins, blood-cholesterol, and £.s.R. all 
returned to normal within the treatment period of forty days. 
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THE ACTIVITY OF 
DIETHYLDITHIOLISOPHTHALATE ALONE 
AND COMBINED WITH ISONIAZID IN THE 
TREATMENT OF MURINE LEPROSY IN 

THE MOUSE CORNEA 


M. Naauis 
M.V.Sc. Cairo 
SENIOR LECTURER IN PHARMACOLOGY IN THE EGYPTIAN 
UNIVERSITY, CAIRO 


J. M. Rosson 
D.Se., M.D. Leeds, F.R.S.E. 
PROFESSOR OF PHARMACOLOGY IN THE UNIVERSITY OF 
LONDON 

THE antituberculous activity of ethyl mercaptan and 
some of its derivatives was first described by Davies 
and Driver (1956), who found the most favourable 
compound to be diethyldithiolisophthalate (compound 
15688). In view of the similarity between tubercle 
bacilli and leprosy bacilli and the fact that certain 
chemotherapeutic agents which have proved effective 
against tuberculosis are also of value against leprosy, 
it seemed possible that ethyl mercaptan compounds 
might produce a favourable effect on leprosy. The present 
investigation was therefore undertaken to estimate the 
activity of compound 15688 alone and in combination 
with isoniazid, and the effect of isoniazid alone was also 
determined. 

: Methods 


The chemotherapeutic activity of the drug was 
investigated by the mouse corneal technique originally 
described by Rees and Robson (1950) in experimental 
tuberculosis and later applied to murine leprosy ; details 
of the technique are given by Goulding et al. (1953) 
and Naguib et al. (1956). 

The leprosy material for the present investigation was 
obtained from mice which, inoculated intracorneally 
with Mycobacterium lepremurium (Douglas strain) from 
a rat leproma, had developed generalised leprosy. One 
mouse was killed 124 days, and the second 135 days, 
after inoculation, and their organs were used in preparing 
the suspension used in the two experiments as follows : 

The liver and spleen of each mouse were excised with 
sterile precautions and ground with a few ml. of 0:05% 
‘Tween 80’ in sterile physiological saline solution. The 
suspension sb obtained was first lightly centrifuged for 
5 minutes at 500 r.p.m. to precipitate the coarse material, 
and the supernatant fluid was centrifuged at 5500 r.p.m. 
for 20 minutes to bring down the lepra bacilli with a very 
small amount of fine tissue-debris. This last precipitate 
was suspended in tween 80 saline solution and used for in‘tra- 
corneal inoculation. 

Diethyldithiolisophthalate, supplied as a transparent 
liquid, was used as a 50% solution in arachis oil in a dose 
of 5 mg. per mouse every 2nd day or once a week. 
Isoniazid was always given in a daily dose of 0-3 mg. 
per mouse mixed with 5 g. of m.R.c. diet 41. 


Results 

Two experiments were made on groups of 7-10 albino 
‘““C”? mice. In each experiment there was a control 
group, a group treated with isoniazid, and a group treated 
with the merecaptan once every 2nd day. In addition 
to these three groups there was a group treated with 
isoniazid daily and the mercaptan every 2nd day in 
the first experiment, and in the second experiment 
there were two other groups: one treated with the 
mercaptan once weekly; and the second receiving 
combined therapy with isoniazid daily and the mercaptan 
once a week. The results of these experiments are shown 
in figs. 1 and 2. 

In the control groups there was, soon after inoculation, 
an initial traumatic reaction consisting of an opaque 
corneal area equivalent to the site of inoculation. This 
initial reaction faded gradually but never disappeared 
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> 7 true lesions, which geagnanel more rapidly 
N 2:0F (experiment 1) than in the previous group and 
> spread to the sclera in 9 mice. 

§ 6 However, in comparing the activity of the 
3 mereaptan with that of isoniazid we found that 
§ eb the effect of isoniazid was similar to that of the 
> mercaptan injected every 2nd day. Although 
$ the lesions in the mice receiving the mercaptan 
“ o68r every 2nd day progressed at first at a slower 
& rate, at the 10th week in experiment 1 and the 
S 04+ 14th week in experiment 0 they progressed more 
a "ISONIAZID & WERCAPTAN rapidly, and within about 2 weeks they were 
G 9 1 — 1 1 1 r n 1 1 nearly as large as those in the isoniazid-treated 

2 4 6 aD. 4 16 1!8 20 22 mice. Since then there has been no difference 


Fig. 1—Development of corneal lesions in groups of mice under various types 


of treatment (experiment |). 


in the progress of the lesions in the two groups. 
The activity of the mercaptan injected once a 
week was less than that of isoniazid but still quite 




















28 definite. 
Summary 
S245 7 The therapeutic effect of diethyldithiolisoph- 
§ thalate (compound 15688) alone and in combina- 
> 20+ 4 tion with isoniazid on murine leprosy was studied 
s in mice by the intracorneal technique. 
: 6 The most striking effect was obtained with the 
~ 3 | combined therapy of isoniazid daily and the 
AS © sreapt nee every 2nd day? since no true 
PS w (weekly).» mereaptan once every 2 y! 
ra rer MER CA ee” ' 7 lesions have developed up to the 22nd week 
- na wg SSOMAZIO ot after inoculation. 
_-~o fi — . . 
$ 06+ a prAn{citernate 93) yor . Injection of the mereaptan alone once every 
by on arr MERC sa oe a. 2nd day produced an_ effect similar to 
G 04+ ee ean ISONIAZID & MERCAPTAN i that obtained by the daily administration of 
isoniazid. 
0 4 n 4 4 —— s 4 4 4 n We are greatly indebted to Dr. G. E. Davies, of 
2 4 6 8 10 6120 14 =616 18 = 200 «22S Imperial Chemical Industries Ltd., for the supply 


WEEKS 


Fig. 2—Development of corneal lesions in groups of mice under various types 


of treatment (experiment 2). 


completely, because the true leprosy lesion became super- 
imposed upon it after a latent period of 28-30 days. 
Such a lesion first developed as a small dense focus in the 
area of the initial reaction, gradually progressed, became 
vascularised, and spread to involve more and more of the 
cornea. Meanwhile its density further inereased, and in 
15 of 17 mice it spread to the sclera, which became thick 
and swollen. 

Treatment of the infected mice with the mercaptan, 
isoniazid, or a combination of the two resulted in lengthen- 
ing of the latent period and slower development of the 
corneal lesions. 

The most striking effect was produced in experiment | 
in the group of mice treated with isoniazid daily and the 
mercaptan every 2nd day. In this group no true lesions 
had developed in any of the mice up to 22 weeks after 
inoculation. For this period only slight opacities equi- 
valent to the initial reaction were seen in all the inoculated 
corne. In the similarly treated group in experiment 0, 
in which the mice received combined therapy of isoniazid 
daily and the mercaptan once a week, this complete 
suppression was not observed, yet the treatment was 
also strikingly effective. Although true lesions developed 
in the cornex of all the mice and spread to the sclera in 
7 of 8 mice they nevertheless remained small and 
progressed very slowly. 

In the two experiments 18 mice were treated with the 
mercaptan once every 2nd day. In these mice there was 
significant delay in the development of the true lesions, 
which appeared after a latent period of 4'/,-15 weeks. 
They then progressed much more slowly than those of 
the controls, but spread to the sclera in 15 of 17 surviving 
mice (1 was killed for histology). 

Administration of the drug once every week to 10 
mice led to a short delay in the appearance of the 


of diethyldithiolisophthalate (compound 15688) 
used in this investigation, and to the Medical 
Research Council for defraying part of the 
expenses. 
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AFIBRINOGENAMIA IN OBSTETRICS 


T. B. FrrzGeratp 
D.S.C., M.B. Birm., F.R.C.S.E., M.R.C.O.G. 
CONSULTANT OBSTETRICIAN AND GYN2ZCOLOGIST 


S. H. Jackson 
B.Sc., M.B. Manc. 
CONSULTANT PATHOLOGIST 


ASHTON, HYDE, AND GLOSSOP HOSPITAL GROUP 


Serious depletion of the blood fibrinogen was first 
described in this country as an obstetric complication by 
Barnett and Cussen (1954) and Barry et al. (1955), and 
was discussed at the 14th British Congress of Obstetrics 
and Gynecology (1955). This condition is therefore 
sufficiently novel and imperfectly understood to justify 
the publication of further cases. 


Case-reports 


Case 1.—Gravida-4, aged 39, admitted as an emergency in 
December, 1953; 36 weeks pregnant by dates; blood- 
pressure 180/100 mm. Hg, with a trace of albuminuria ; 
uterus small for duration of pregnancy. Four days after 
admission spontaneous labour produced, by normal delivery, 
a live baby weighing 3 Ib. 11 oz. Shortly before this the 


patient had a rigor with a temperature of 102°F. The placenta 
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was easily expressed twelve minutes after the baby’s birth 
but was incomplete ; the patient then complained of nausea 
and upper abdominal pain, but her general condition was 
satisfactory. Some thirty minutes later there was a post- 
partum hemorrhage of about 18 oz., and a succenturiate lobe 
was passed ; the blood-pressure decreased to 65/40 mm. Hg, 
and a dextran drip was set up, followed by blood and oxytocin 
in saline solution to counteract a tendency of the uterus to 
relax with continued slight hemorrhage. The patient con- 
tinued to deteriorate in spite of methylamphetamine hydro- 
chloride, nikethamide, and continuous oxygen, and died three 
hours after delivery. The total estimated blood-loss was 
50 oz., and the blood did not clot. 


Necropsy Findings.—Subarachnoid hemorrhage, hepatic 
subcapsular hemorrhage, pulmonary bronchial and alveolar 
hemorrhages. The lungs showed numerous small infarcts with 
areas of collapse and emphysema. There was general con- 
gestion, with many pigment-laden phagocytes, but no evidence 
of fibrin emboli. Pancreas, kidneys, and adrenal glands were 
normal. An especially interesting feature was the failure of 
the blood to coagulate either before or after death; the 
fibrinogen content of the plasma taken before death was 
less than 100 mg. per 100 ml. 


Case 2.—-Gravida-2, aged 26, admitted as an emergency 
at 10 a.m. on July 9, 1955, with abdominal pain at the 35th 
week of gestation. The history was of swelling of the ankles 
and headache with the sudden onset of pain in the lower 
abdomen nine hours before admission. Her general condition 
was good, blood-pressure 120/70 mm. Hg, pulse-rate 120 ; 
the uterus was larger than the dates suggested and was tense 
and tender; the foetal heart was not heard. There was no 
vaginal bleeding ; slight ankle edema and heavy albuminuria 
were present. Blood taken for cross-matching did not clot ; 
bleeding-time 3'/, minutes. At 8.30 p.m. no plasma-fibrinogen 
could be found ; labour was induced at this time, and a still- 
born child was delivered at 3.20 a.m. next morning. The 
placenta was retained in spite of the administration of intra- 
venous ergometrine, and a steady trickle of blood continued ; 
the patient’s general condition, which had begun to deteriorate 
even before delivery, now became serious in spite of the 
intravenous administration of ‘Dextraven’ and blood; by 
5 a.M. improvement had taken place, and fibrinogen 0-75 g. 
was given intravenously, followed by manual removal of the 
placenta. About 1'/, pints of clot came away with the 
placenta, but bleeding continued, and the uterus was packed. 
Fibrinogen 0-75 g. was also given with the sixth pint of blood, 
and the patient began to improve slowly and had no further 
loss. Albuminuria was present in the puerperium, but there 
was no oliguria, and the fibrinogen level on the tenth day was 
250 mg. per 100 ml. (i.e., normal). Bruising at the site of the 
intramuscular injections was observed up to the fourth day 
of the puerperium but not afterwards. 


Case 3.—Gravida-3, aged 26, 36 weeks pregnant, admitted 
as an emergency on July 16, 1955. She had had slight back- 
ache on the previous night, since when she had felt no feetal 
movements ; at 9 a.m. before admission the backache recurred, 
followed by severe abdominal pain and vaginal bleeding. 
She was admitted at 4.30 p.m. with blood-pressure 130/80 mm. 
Hg, pulse-rate 92, typical signs of accidental hemorrhage, 
foetal heart sounds absent, and heavy albuminuria. 

5.15 ».m.—Blood taken for cross-matching did not clot. 
No plasma-fibrinogen was present. 

7.5 P.M.—Artificial rupture of membranes. 

9.4 p.m.—Fibrinogen 0-3 g. was given intravenously. 

9.6 Pp.m.—Plasma-fibrinogen 100 mg. per 100 ml. The blood 
clotted after ten minutes, but this was soft and began to 
disintegrate slowly though not completely. 

10.7 ».m.—Plasma-fibrinogen 80 mg. per 100 ml. Clot 
after ten minutes but soft, non-retractile, and partly redis- 
solved. 

11.15 p.m.—Plasma-fibrinogen 46 mg. per 100 ml.; soft 
gelatinous clot, which completely dissolved in thirty minutes. 


July 17, 12.15 am.—Oxytocin drip sect up; contractions 
started within fifteen minutes. 

2.5 a.M.—Precipitate delivery of stillborn infant; intra- 
venous ergometrine given ; and placenta expelled with about 
2 pints of watery blood and 1 pint of clot. At the time of 
delivery fibrinogen 0-45 g. was given into the blood drip. 
The patient’s condition remained good, without any post- 
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partum hemorrhage. The placenta showed a crater covering 
half the surface with adherent dark-red clot. 

Two days after delivery the plasma-fibrinogen was 250 mg. 
per 100 ml. (normal), and Hb 50% ; there was heavy albumin- 
uria but no oliguria. By the fifth postpartum day there was 
only a trace of albuminuria, and Hb was 62% as a result of 
transfusion and intravenous iron. The patient was discharged 
later in good condition. 

So far as possible the whole of the blood evacuated from the 
uterus at the delivery of the placenta was collected for estima- 
tion of its fibrin content ; the extraordinarily large amount of 
63 g. was found, which is very much greater than that normally 
present in the circulating blood at any time. 


Pathology 
The plasma-fibrinogen levels were estimated by the 
micro-Kjeldahl method (King’s modification). The 


amount of fibrin in the clot from the uterus in case 3 
was estimated as follows : 

The clot was washed with water, expressed, and dried as 

far as possible, and weighed. An aliquot portion was digested 
with 30% NaOH, and the protein was estimated by the 
biuret method; the result was expressed as grammes of 
fibrinogen. 
The estimate is probably high but not more than +-15%. 
The normal value for fibrinogen in the pregnant female is 
about 300 mg. per 100 ml. The blood volume of a healthy 
woman by the congo-red method is 70-100 ml. per kg. 
of body-weight, and a little higher in pregnancy. If the 
patient’s blood volume was 6 litres, this amount would be 
equivalent to 18 g. of fibrinogen. 

All fibrinogen is made in the liver (Tarver and Rein- 
hardt 1947), and it is likely that there is a rapid turnover 
of the blood-proteins. Experiments on rabbits show that, 
when the fibrinogen is reduced as much as 90%, regenera- 
tion takes place in five or six hours (Drury and McMaster 
1929). Greenberg (1951) estimates that there is a 
complete turnover of the blood-protein in from four to 
ten days. In case 3 about twenty-four hours elapsed 
between the original hemorrhage and delivery, and at a 
rough estimate the patient may have replaced her 
fibrinogen at the rate of 1-5 g.an hour. If the mechanism 
for the production of fibrinogen was unimpaired, this 
would allow for the formation of an additional 36 g. of 
fibrinogen. With the 18 g. originally present this totals 
54 g., which might have been serially deposited in the 
uterine clot. Our estimate from the clot was 63 g 


Discussion 


These three cases present interesting contrasts and 
raise theoretical and practical problems. Cases 2 and 
3 had partially concealed accidental hemorrhage, which 
Schneider (1951) has shown to lead to the release of the 
thromboplastin, causing the conversion of fibrinogen to 
fibrin. Case 1 had a retained succenturiate lobe and a 
postpartum hemorrhage ; she was toxemic and pyrexial 
before delivery. We are therefore uncertain whether the 
cause was failure of fibrinogen formation owing to toxzemic 
or infective liver damage or to the liberation of thrombo- 
plastin from the uterus. 

A second problem is the fate of the precipitated fibrin ; 
Schneider (1951) suggests that it is deposited within the 
arterioles, especially of the lungs. Histological examina- 
tion of the lungs in case | failed to show these ‘ fibrin 
emboli,’ though the numerous small infarcts discovered 
might be connected with such a phenomenon. The 
amount of fibrin in the intra-uterine clot in case 3 sug- 
gests that, in some cases at least, the fibrin is deposited 
in the uterus more or less completely. 

A third problem of great practical importance is the 
speed and duration of the defibrinogenation process ; 
this is linked with the question of the best method of 
replacing fibrinogen. In case 2 it was argued that, since 
defibrinogenation continued at least until delivery of the 
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placenta, when the risk of further haemorrhage would be 
greatest, fibrinogen should be given in relatively large 
dosage just before and after completion of the third 
stage. In case 3 the view was taken that it might be 
better to give fibrinogen as soon as afibrinogen#emia was 
confirmed by laboratory examination, to forestall any 
further bleeding into the uterus or into the uterine 
muscle, which would lead to a ‘‘ Couvelaire uterus ”’ ; 
fibrinogen was also given at delivery. 

Serial estimations of plasma-fibrinogen taken after the 
first injection of fibrinogen 0-3 g. gave interesting evidence 
of the speed with which it takes effect (two minutes or 
less) and of the rate at which defibrinogenation took 
place (from a plasma-fibrinogen level of 100 mg. per 
100 ml. to one of 46 mg. per 100 ml. in about two hours). 

Though case 2 lost only 1'/, pints of blood by concealed 
hemorrhage, whereas case 3 lost 3 pints, case 2 very 
nearly died whereas case 3 never reached such a serious 
pass. It would be unwise to link this to the timing of 
fibrinogen injection alone, since there was delay in 
induction of labour in case 2, and we agree with Barry 
et al. (1955) that such delay is harmful. 

The adverse effect of dextran or other plasma sub- 
stitutes, which has been emphasised by Scott (1955), was 
not a factor in these 2 cases, because the condition was 
present on admission before transfusion of any kind had 
been given. 

Conclusions 

In afibrinogenzmia associated with accidental hemor- 
rhage Schneider’s views of thromboplastin-induced 
defibrinogenation of the blood seem acceptable, but the 
main site of deposition may be in the intra-uterine clot. 

The advice of Barry et al. (1955) to use double-strength 
plasma in the milder cases and pure fibrinogen in the 
severe case, together with the need for delivery without 
avoidable delay, appears very sound. Our experience 
resembles that of Barnett and Cussen (1954) in that 
the massive theoretical dosage of fibrinogen may not be 
necessary to control hemorrhage. It seems best to 
administer the fibrinogen in smaller divided doses, or by 
continuous drip, to keep pace with the defibrinogenation, 
and to supplement this with a further dose just before 
delivery. 

Summary 

3 cases of afibrinogenemia in obstetric patients are 
described. 

In case 1 the patient died, and necropsy showed wide- 
spread hemorrhages but no clear evidence of fibrin 
emboli. 

Cases 2 and 3 were associated with severe accidental 
hemorrhage ; both were treated with pure fibrinogen 
by different methods, the merits of which are discussed. 

In case 3 the effect of administering fibrinogen was 
assessed by serial estimations of plasma-fibrinogen. The 
intra-uterine blood-clot contained 63 g. of fibrin; and 
this high figure suggests that the bulk of the fibrin may 
be deposited in the uterus rather than in the vascular 
tree. 


We wish to thank Dr. F. Stratton, Director, Manchester 
Regional Blood Bank, for the provision of the fibrinogen used 
in these cases, and Dr. John Kench, of the department of 
pathology in the University of Manchester, for much helpful 
information. 
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EVIDENCE is accumulating that coronary heart-disease 
has become more prevalent in the past thirty years 
(Logan 1952, Ryle and Russell 1949). Some of this 
increase is more apparent than real, but the work of 
Morris (1951) leaves little doubt that the condition is 
commoner now than it was before the first world war. 
The professional classes and sedentary workers are those 
mainly affected by the increase, and the prevalence is 
not generally thought to be high in miners. 

During the course of clinical studies of heart-disease 
among miners and ex-miners in East Glamorgan (Thomas 
1956b) we have gained an impression, as have others 
before us (Cruickshank 1932, W. E. Hume cited by 
Cassidy 1946), that there is a high prevalence of coronary 
heart-disease. However, since the post-mortem and 
clinical material on which such impressions have been 
gained may be biased by the method of selection, we 
have attempted to obtain a true estimate of prevalence 
by examining a representative sample of miners and 
ex-miners from a whole mining community of about 
20,000 adults studied by Cochrane (1954). 

We briefly describe the prevalence of coronary heart- 
disease as shown by studies of hospital cases and 
necropsies, and, in greater detail, the results of the 
examination of a representative sample in the mining 
community. 

The phrase ‘‘ coronary heart-disease’’ is used to des- 
cribe severe coronary-artery disease of atherosclerotic 
origin, coronary thrombosis, myocardial infarction, and 
ischemic heart-disease due to chronic coronary insuffi- 
ciency, when these conditions were of sufficient degree 
to produce heart-disease detectable on clinical or post- 
mortem examination. 


Prevalence in Hospital Cases and at Necropsy 

In an analysis of 1000 necropsies on coal-workers 
(James 1954) there were 244 cases of coronary heart- 
disease. Table 1 shows the age-distribution of these cases. 

In at least two-thirds of the cases (16%) the disease 
contributed to the cause of death. 

In 44 of an independent series of 134 cases of pneumo- 
coniosis studied both clinically and at necropsy severe 
atheromatous lesions affecting a third or more of a 
major coronary vessel, myocardial infarction, or myo- 
cardial fibrosis were found at necropsy. In 15 (11%) it 
contributed to the cause of death. The condition was 
present in 37% of the 54 persons in the age-group 55-64 
and in 50% of the 26 persons aged 65 or more (table 11). 

Review of the clinical records suggested that an ante- 
mortem diagnosis was possible in 48% of these cases— 
i.e., 16% of the total. In the remaining 52% coronary 
heart-disease was a silent condition (cf. Boas and Boas 
1949). This high prevalence of silent cases may have been 
due to the difficulty of diagnosing coronary heart-disease 
in the presence of pulmonary disease. Three factors— 
the character of chest pain, the presence of left ventricular 
enlargement without other cause, and the electrocardio- 
graphic findings—were therefore re-examined with a view 
to improving the accuracy of diagnosis in these circum- 
stances (Thomas 1956a). The findings suggested that 
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TABLE I—AGE-DISTRIBUTION OF CORONARY HEART-DISEASE IN 
1000 NECROPSIES 





Age (yr.) No. Coronary heart-disease 
a sie ed ~ 200 — ve 23 (11-5%) Sik 
50-59 297 66 (22-2%) 
60 or more 503 155 (30-8%) 


characteristic pain of cardiac ischemia (Evans 1948) 
could usually be distinguished from the chest pain found 
in chronic pulmonary disease. The latter, though some- 
times related to dyspnoea on exertion, was usually sharp 
and knife-like and of more variable onset, distribution, 
and duration in the same patient than the pain of cardiac 
origin. 

Cardiac hypertrophy may be a feature of coronary 
heart-disease (Boas 1951, Master 1954, Yater et al. 1948) : 
in at least 37 of the 1000 necropsies the heart weighed 
more than 380 g. (range 380-880 g., mean 460 g.), but 
the kidney structure showed no evidence of hypertension, 
and no cause could be found other than coronary heart- 
disease. The increase in weight was largely due to left 
ventricular hypertrophy. By contrast, cardiac hyper- 
trophy developing in pulmonary heart-disease in the 
absence of coronary disease is mainly right ventricular in 
origin. Otherwise unexplained left ventricular enlarge- 
ment in association with pulmonary disease, we think, is 
usually evidence of coronary heart-disease. 

Study of the 134 cases which came to necropsy con- 
firmed the diagnostic importance of the accepted criteria 
and of the lesser electrocardiographic signs described by 
Evans and McRae (1952) in the presence of massive 
TABLE II-—-AGE-DISTRIBUTION OF CORONARY HEART-DISEASE 


IN 134 CASES OF PNEUMOCONIOSIS STUDIED CLINICALLY AND 
AT NECROPSY 


Age (yr.) No. Coronary heart-disease 
a ee Se Co eed 
55-64 54 20 (37-0%) 
65 or more 26 13 (60-0%) 


fibrosis of pneumoconiosis, even in the absence of cardiac 
pain. st—-t changes with left ventricular preponderance 
in the presence of massive pulmonary fibrosis were found 
to be reliable evidence of coronary heart-disease where 
other causes of left ventricular preponderance could be 
excluded. 

These preliminary studies suggested a high prevalence 
of coronary heart-disease in coalminers who came to 
necropsy. We recognised, however, that only limited 
conclusions should be drawn from such necropsy material 
(Mainland 1953) because no allowance could be made for 
the effects of differential mortality-rates and of case 
selection. The main study was therefore designed to find 
out if the observed 22-37% prevalence of coronary 
heart-disease was typical of all miners and ex-miners in 
the older age-group living in the area. 


Prevalence in a Representative Sample of the 
Community 
Method 

55 names were selected at random from the Hollerith 
cards relating to the population of 1160 miners and 
ex-miners who were aged 55-64 on Jan. 1, 1954, and 
were living in the Rhondda Fach valley at the time of a 
private census conducted the previous summer (Cochrane 
1954). 

The men were visited in their homes and invited to 
attend as outpatients for an investigation of breathless- 
ness. Transport was provided and loss of earnings made 
good. 4 men were seen on three afternoons in each 
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week and subjected to clinical and electrocardiographic 
examination and assessment of respiratory function. A 
history of smoking habits was also taken. The method 
and findings of the physiological assessment are presented 
in detail elsewhere (Cotes et al. 1956). 

Standard limb leads, unipolar limb leads, and chest 
leads V,, V,, and V, of the electrocardiogram were 
obtained at rest during quiet respiration and during full 
inspiration and expiration. The ballistocardiogram was 
recorded with a critically damped table having a flat 
frequency response curve and fitted with a mechanical 
oscillator to provide a dynamic calibration (Timbrell 
1956). The standard electrocardiographic leads were 
recorded simultaneously. 


Criteria for Diagnosis of Coronary Heart-disease 

The criteria used for the diagnosis of coronary heart- 
disease were those recognised in normal clinical practice 
but expanded and modified in the light of the preliminary 
studies described above. 

A history of cardia> infarction and the diagnosis of it 
in retrospect were both accepted as evidence of coronary 
heart-disease. It was recognised, in view of the high 
proportion of silent cases found in the preliminary study, 
that attacks of coronary occlusion might be atypical or 
silent in patients with pneumoconiosis (as in others) and 
would only be revealed by electrocardiography. 

Left ventricular enlargement detected radiographically, 
in the absence of any other cause for its presence, was 
regarded as supporting evidence of coronary heart-disease, 
particularly in the presence of pulmonary disease. 


Electrocardiography 

The electrocardiogram will show evidence of the 
effect of coronary insufficiency on the myocardium. The 
coronary insufficiency may be transient or prolonged, 
and the damage to the myocardium minimal or great, 
diffuse or localised. Changes indicating infarction of the 
heart are accepted as evidence of coronary heart-disease. 
Signs of chronic or protracted ischemia, with or without 
cardiac pain, may be present, in which part or whole of 
the insufficiency is due to coronary-artery disease, 
although there may be other disease—e.g., pulmonary 
disease—present at the same time. The presence of aortic- 
valve disease must also be detected and assessed. 

Certain changes in the electrocardiogram are readily 
acceptable as evidence of this myocardial change resulting 
from ischemia if other causes are excluded. These changes 
are often superimposed on an electrocardiogram showing 
left axis-deviation, and this is important when pulmonary 
disease is also present. 

The st segment may be depressed in one or two 
standard leads and in one or more chest leads. There 
may be preterminal negativity of the 1r wave. These 
changes are seldom absent over some part of the left 
heart in coronary heart-disease, and the peculiar shape 
of the tracing must be regarded as more important than 
the absolute degree of the depression of the st segment 
(Holzmann 1952). 

The presence of deep notching by a Q wave in lead I 
is abnormal. This does not apply to lead III, but the 
criteria for abnormality of the QIII or gsIII deflections, 
and their frequent association with coronary-artery 
disease, have been described (Ungerleider and Gubner 
1947). The effect on lead III of deep held inspiration may 
also be of diagnostic value (Evans 1951); persistence of 
the Q wave for 0-04 sec. or more is considered abnormal. 

Depression of a portion of the st segment to form a 
trough, claw, or wing deformity, with low or blunted r 
waves in leads over the left ventricle, has been described 
in early myocardial injury associated with cardiac pain 
(Evans and McRae 1952). The significance of these signs 
in the diagnosis of coronary heart-disease was confirmed 
in the preliminary study. These and other changes in 
the st—r segments of the electrocardiogram are, however, 
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insufficient by themselves for the diagnosis of cardiac 
ischemia in the presence of left ventricular hypertrophy 
due to coexisting hypertension. Left ventricular hyper- 
trophy has been diagnosed by the criteria of Wilson 
et al. (1947) and of Sokolow and Lyon (1949). 

Left ventricular enlargement and considerable left 
axis-deviation, in the presence of massive pulmonary 
fibrosis calculated to produce a vertical heart with right 
preponderance, was ascribed to coronary heart-disease 
where no other reason for enlargement of the left heart 
could be found. 

RESULTS * 

2 of the 55 men selected bad died since the enumeration 
in the previous summer, one of pernicious anzemia and 
the other of heart-failure and pneumoconiosis ; they did 
not come to necropsy. 2 men had left the district, and 4 
declined to participate ; these 8 lapses had a mean age of 
61-1 (range 56-64). 

47 men, who form 85% of the criginal random sample 
(92% of those still living in the area), were examined 
(see table 111). 

Coronary Heart-disease 

18 cases of coronary heart-disease were found, giving 

a prevalence of 38%. The mean age of these men (61-1), 


* An appendix describing findings in the 24 cases referred to 
here by number may be had from the Pneumoconiosis 
Research Unit. 
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and the mean number of years they had worked under- 
ground (27, range 2-48) and at the coal-face (12, range 
0-37) did not differ significantly from those of the 
remaining men in the sample (60-6 ; 30, range 7-51, and 
18, range 0-44, respectively). 


Of the 18 men 10 considered themselves fit and were actively 
employed at the time of investigation. Of the remaining 8, 
3 (nos. 3, 5, and 15) had taken up light jobs after episodes of 
heart-failure or acute myocardial infarction; and 5 were 
out of work, of whom 2 (nos. 2 and 13) were in early heart- 
failure, 2 (nos. 4 and 16) were convalescing from attacks of 
myocardial infarction, and 1 (no. 7) had lost an arm in an 
accident and was unemployed on this account. There was no 
material difference in mean age or mean systolic blood- 
pressure between the 7 men with and 11 men without dis- 
abling cardiac insufficiency. The disabled group was on 
average 14 lb. heavier, but the difference was not statistically 
significant (P=+0-3). 

14 of the 18 cases of coronary heart-disease were 
tentatively diagnosed as such by clinical and radio- 
graphic examination before recourse to electrocardio- 
graphy. In 1! a provisional diagnosis was made. 

4 of the 11 cases (nos. 4, 5, 15, and”16) gave a history 
indicating myocardial infarction ; these and 4 others (nos. 10, 
11, 13, and 14) gave a history of pain on effort typical of 
myocardial ischemia. 1 man without pain (no. 2) had clinical 
heart-block and left ventricular enlargement. 2 other men 
(nos. 17 and 18) had radiographic evidence of left ventricular 
enlargement for which no other cause could be found. 


DIAGNOSIS, AND PHYSIOLOGICAL FINDINGS 








Blood- Ventila- Blocd- 
pressure tion (litres | lactic-acid 
(mm. . per min.) (mg. per 
Ballisto- 
Riesten Hg) . ere ee M.V.V. B.T.P.S. 100 ml.) — 
Year wt bn ~~" Disease of Bron- a et * a (indirect) ¥ -_— Years in 
No. ' a (lb.) | dysp- ois Bare tnd chitis pheumo- deflection (litres © @ | coal- |, — 
yirth nea 3 = circulation coniosis (arbitrary Lat om 2 - 2 face industry 
ae units) — g Pa cf q 
£ g ~ 3) a) ) 
mn = al oo ~ ” 
aR i) a 
1 1891 182 1 180 85 C.H.D. No 1 25 99 8-1 | 22-8 87 10:8 19 19 
2s 1898 220 4 175 85 C.H.D. No 2 fe 62 oa oe 2a 4 15 
3s 1895 | 120 3 170 100 ©.—H.D. No P.M.F. 3/¢ 8 32 ° — _ me 37 37 
4s 1893 192 2 160 85 O.H.D. No 0 14 85 se = - a 2 36 
58 1892 | 220 1 165 90 C.H.LD. No 0 10 120 10-7 250 136 26-0 5 9 
6 1891 124 1 190 100 C.HLD,. Yes 0 12 114 8-9 25-4 11:3 18-5 22 47 
7s 1896 164 1 225 110 C.D. No 0 10 71 10-7 | 25-0 | 11-8 | 22-2 13 13 
8 1893 159 1 170 80 C.H.D. No 1 18 98 10-6 26-4 11:0 16-6 22 41 
9s 1892 189 1 158 100 O.H.D. Yes 0 13 91 16°8 27-4 13-9 12-7 - 2 
10 1892 | 128 3 112. 50 C.H.D. AS. Yes 1 12 70 58 (24-4 (12:5 21-0 6 34 
11 1897 | 138 2 130) 85 C.D. No P.M.F. 3/c 11 82 6-9 | 19-7 |11-7 | 26-5 26 26 
12s. 1898 150 1 170 100 C.H.D. No 0 11 100 60 19-9 8-6 11-7 2 2 
13 1890 6121 3 250 125 C.HLD, ALS. Yes 3 30 40 11-2 ° 06 - 11 36 
14 1891 140 2 190 100 C.H.D. No 0 ll 92 86 36:6 10-4 20-0 as 37 
15 1891 154 2 125 75 C.H.D. No 0 13 76 o« o« os és 6 7 
16 1891 132 1 135 90 C.H.D. AS. Yes 0 12 86 i ot a en ‘ 48 
17 1896 126 2 130 75 O.H.D,. A.8. No 0 4 109 10-2 41:3 13:5 23:8 21 43 
18 1895 166 1 150 75 C.H.LD. No P.M.F. 3/B 17 94 11-1 | 27:0 10-0 12-6 20 33 
19 1891 129 3 170 90 4.8. Yes 0 15 67 13-3 37-0 |12°8 21-1 + 20 
20 1893 165 3 150 90 AS. Yes P.M.F. 3/¢ 26 75 16-6 ° cs e< 38 39 
21 18923 | 121 1 210 95 A.8. No 2 ll 102 9-1 | 19-8 | 11-2 | 11-8 14 43 
22 i892 124 4 110, 70 P.H.D. No P.M.F. 3/D 19 30 6-5 |31-1 [17-7 44-0 pale 27 
23 1890 123 3 130 80 P.H.D. Yes 0 10 54 6-7 |26-7 11-0 31-6 2 44 
24s 1893 102 4 150 80 P.H.D. A.S. Yes 0 10 28 8-0 32-4 8-9 | 20-4 15 27 
258 1889 147 2 130 70 ‘ Yes P.M.F. 3/C 25 86 9-8 (29-4 10-9 19-4 28 38 
26 1896 146 4 125 75 Yes P.M.F. 2/D 29 72 «| 22-4 ° a © 5 16 
27 1893 | 124 4 180 90 No P.M.F. 3/B 21 36 70 | 22-1 98 17-0 44 44 
28 1897 132 2 145 90 No 2 26 76 12-9 | 26-8 | 13-4 12-7 16 34 
29 1898 137 3 140, 75 No 0 18 62 8-0 ° es aA 26 26 
30 1889 164 3 130 90 No 2 8 87 14:2 | 29-3 | 13-3 | 14-1 19 51 
31 1893 139 2 130 70 Yes 0 20 49 72 | 21-5 6-8 7:8 os 33 
32 1889 126 2 130 80 No P.M.F. 2/B 12 65 8-4 | 25-6 12-4 | 16-8 13 28 
33 1897 141 3 130 70 No 2 22 68 9-2 (34-5 (11-8 15-5 15 18 
34 1894 138 1 120 70 No 2 1l 65 10-2 28-0 | 12-1 16-5 26 33 
35 1898 118 4 125 75 Yes 2 9 29 6-0 |19-7f 11-7 18-4 14 25 
36 1896 132 1 ee se No P.M.F. 3/A 20 87 8-6 (203 12:2 13-0 21 23 
37 1894 108 2 160 110 No 0 10 74 9-2 | 22-0 -- | 20-8 7 7 
38 1896 173 1 120 75 No 2 15 83 11-3 23-8 | 8-1 8-3 40 46 
39 1892 157 1 150 90 No 1 13 lil 11-0 25-0 10-4 20-9 16 16 
40 1896 130 4 135 75 No 0 13 24 5-2 ° - “e 16 26 
41s 1898 114 1 150) 90 Yes 1 16 77 10-4 | 28-6 10-0 45-7 20 30 
42 1892 119 3 130 85 Yes ».M.F. 3/0 7 37 5-8 (27-1 (13-8 48-9 24 34 
43 1891 112 2 170 90 No 2 s 75 43 (21-5 11-6 18-2 28 33 
44 1898 140 1 125 75 No 1 16 80 lU-7 | 25-1 (13-1 | 17-1 25 42 
45 1895 112 2 110) 75 Yes 0 11 44 17-0 | 28-3 11-2 15-2 10 32 
46 1893 148 1 130 65 No 0 15 81 7-9 | 22-5 | 13-7 | 26-7 21 27 
47 1898 159 1 120 70 No 2 27 84 11-6 31-6 12-2 25-3 11 12 
* Gave up ip 2nd minute of exercise. C.H.D., coronary heart-disease. 
t Gave up in 4th minute of exercise. M.V.v., maximum ventilatory volume. 
P.H.D., pulmonary heart-disease. 


A.8., generalised atherosclerosis. 
-T.P.8., body-temperature and pressure saturated. 


P.M.F., progressive massive fibrosis of pneumoconiosis. 
s, heavy smoker at some time (see text). 
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Fig. |—Electrocardiograms of 18 men diagnosed as having coronary heart-disease. 
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Fig. 2—Distributi of systolic blood-pressure in men with and without 
coronary heart-disease. 





Of the 3 remaining men in whom coronary heart- 
disease was suspected on clinical or radiographic grounds 
1 (no. 9) had left ventricular enlargement and developed 
a paroxysm of auricular tachycardia on exercise; 1 
(no. 3) was in heart-failure of recent origin and had 
radiographic evidence of left ventricular enlargement in 
the presence of massive pulmonary fibrosis; and 1 
(no. 1) had a moderate apical systolic murmur. 

4 men (nos. 6, 7, 8, and 12) had no symptoms and no 
clinical signs of heart-disease. 1 of these men (no. 6) 
did give a history of six months’ illness two years 
previously, which may have been cardiac. 

Electrocardiograms proved, in our opinion, coronary 
heart-disease in 17 men and strongly suggested it in 1 
other (no. 18), who had complicated pneumoconiosis with 
left ventricular enlargement but normal blood-pressure. 

The commonest electrocardiographic pattern was that 
of left axis-deviation with depression or deformity of the 
st segment in leads I, II, VL, Vy, and Vg, with flat or 
inverted T waves in some of these leads. 

The electrocardiographic identification of possible 
coronary heart-disease in the presence of gross signs of 
left ventricular hypertrophy presented a diagnostic 
problem in the case of 1 man (no. 13) who had severe 
angina of effort. Here a steep downward inclination of the 
st segment in V, with no T wave was considered to clinch 
the diagnosis (cf. Holzmann 1952). 

In another case with pain on effort typical of cardiac 
ischemia (no. 10) some aortic stenosis was also present. 
The blood-pressure was 112/50 mm. Hg; _ peripheral 
pulsation was good, and the electrocardiogram showed 
signs of cardiac ischemia without left ventricular hyper- 
trophy. Coronary heart-disease was considered the princi- 
pal lesion. This man died ten months after the survey, 
and necropsy revealed coronary thrombosis associated 
with severe atherosclerosis. 

The detailed electrocardiographic findings are shown 
in fig. 1. 

Atherosclerosis 

Generalised atherosclerosis of considerable degree was 
present in 4 of the 18 men who had coronary heart-disease 
(nos. 10, 13, 16, and 17), and in 4 other men who did 
not show electrocardiographic changes of myocardial 
ischemia. 

In addition to greatly thickened and tortuous peripheral 
arteries, unfolded aorta, and irregular narrowing of the 
retinal arteries, 1 of these 4 men (no. 19) had intermittent 
claudication and evidence of a previous cerebral thrombosis ; 
1 (no. 20), who also had massive pulmonary fibrosis, was 
orthopneic, had attacks of giddiness, and was in early 
congestive heart-failure ; 1 (no. 21) was hypertensive (blood- 
pressure 210/95 mm, Hg) but had little subjective disability ; 
and 1 (no. 24) had pulmonary heart-disease. 
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Coronary Heart-disease, Blood-pressure, and Body-weight 

The mean blood-pressure recorded lying down was 
150-0/84-1 mm. Hg for all the men (average age 61). 
This agrees well with the values of 145/85 and 144/87 
mm. Hg reported for men of the same mean age by 
Hamilton et al. (1954) and Miall and Oldham (1955). 

The mean blood-pressure was 165-8/89-4 mm. Hg for 
the 18 men with coronary heart-disease and 139-4/80-7 
mm. Hg for the remainder. The two groups were of 
exactly comparable ages, and the 26-4 and 8-7 mm. Hg 
mean differences in systolic and diastolic blood-pressures 
are statistically significant (0-01>P>0-001 and 0-05> 
P>0-02 respectively) (fig. 2). 

The average body-weight of the men with coronary 
heart-disease was 156-9 lb. (range 120-220 lb.) and for 
those without 133-8 lb. (range 102-173 lb.). The variation 
in body-weight was significantly greater in the men with 
coronary heart-disease (P<0-02). Thus the significance 
of the higher average is uncertain, though it appears to 
reach the 5% level (fig. 3). Coronary heart-disease was 
present in 13 of the 22 men with systolic pressures of 
150 mm. Hg or above, and in the 5 men whose body- 
weight exceeded 13 st., which was 40 lb. more than the 
mean weight for the whole group. The systolic blood- 
pressure ranged from 158 to 180 mm. Hg in these 5 
men, but this is likely to be an overestimate of the true 
pressures because no allowance was made for arm girth 
(cf. Ragan and Bordley 1941). 


Pulmonary Heart-disease 

Pulmonary heart-disease was diagnosed on the electro- 
cardiographic findings in 3 men. 1 (no. 22), who had 
worked underground for 28 years, had progressive mas- 
sive fibrosis and an unproductive winter cough without 
acute exacerbation. The 2 others, neither of whom 
had pneumoconiosis, gave a history typical of chronic 
bronchitis ; one of these (no. 24) had worked 11 years 
as a collier and the other (no. 23) 44 years as a repairer 
underground. 


Ballistocardiography 

The average amplitude of the I-J wave of the ballisto- 
cardiogram was obtained over the first 5-6 cardiac cycles 
after the start of breath-holding with the chest in 
the inspiratory position. Satisfactory measurements 
were obtained in all except 1 man (no. 2) with coronary 
heart-disease and heart-block, whose tracings were very 
abnormal. The mean value for the ballistic impulse was 
13-5 (range 30-4) arbitrary units for the cases with 
coronary or pulmonary heart-disease and 16-3 (range 
29-8) units for the remainder. This difference is not 
statistically significant (0-10<P<0-20). If, however, the 
men with significant associated pulmonary disease are 
excluded, the mean ballistic impulse of those remaining 
with coronary heart-disease was 12-9 (range 4-25) units 
compared with 17-7 (range 8-29) units in those without. 
This difference, which is significant at the 5% level of 
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Fig. 3—Distribution of body-weight in men with and without coronary 
heart-disease. 
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probability, is in agreement with the observations that 
the ballistic impulse may be reduced below normal in 
coronary-artery disease (cf. Scarborough et al. 1952). 
The abnormalities in the form of the tracings were 
similar to those reported by these workers. 


Smoking Habits 

No significant relationship was obtained between the 
consumption of tobacco and coronary heart-disease when 
the consumption was expressed as the present intake or 
the average intake over life. However, 7 of the 10 men 
who volunteered an intake or more than 25 g. of tobacco 
daily for any period had coronary heart-disease. 


Discussion 


Coronary heart-disease was diagnosed in 38% of the 
men in a sample drawn at random from the population 
of miners and ex-miners, aged 55-64, living in the 
community. Half these men were known cases or 
presented with positive clinical findings ; the other half 
had no symptoms attributable to coronary heart-disease, 
and this was only detected after a special search for its 
presence. The total prevalence and the proportion of 
silent :ases are similar to those found in the preliminary 
clinical and pathological investigation. A higher preva- 
lence might perhaps have been expected among these 
cases than in the random sample (cf. Kilpatrick et al. 
1954, Mainland 1953) because coronary heart-disease was 
a contributory cause of death in some instances. 

The sample of the population studied, and the men 
with and without coronary heart-disease, were typical 
of the whole as regards the prevalence of pneumoconiosis 
and chronic bronchitis, for which other estimates were 
available (Cotes et al. 1956). Those with coronary disease 
had worked underground and at the coal-face for periods 
similar to those of the remaining men, and we found no 
evidence that the sample was in any way unrepresentative. 

The 38% prevalence of coronary heart-disease might 
be compared with the 38% prevalence of all types of 
heart-disease found in a group of men, aged 55-64, 
undergoing annual medical examinations in a United 
States industrial concern (Franco 1952). Not all of these 
men had coronary heart-disease, however, and the 
method of selection in Franco’s series may have increased 
the proportion of early cardiac cases while excluding 
those with much disability. Gover (1948) obtained a 
21% prevalence of clinical heart-disease in white men, 
aged 55-64, who formed part of the families of, or were, 
applicants for loans under a U.S. farm rehabilitation 
programme. Ail types of heart-disease were included, 
but electrocardiograms were not recorded, and the 
number of men with a positive medical history is likely 
to have been underestimated. Data comparable with our 
own on the total prevalence of coronary heart-disease in 
a living population are not yet, but should soon become, 
available from studies in progress both in this country 
and in the U.S.—e.g., Boas and Epstein (1954), Dawber 
et al. (1951), Fales (1951), and Hilleboe et al. (1954). Our 
findings on the relationships between coronary heart- 
disease and blood-pressure, body-weight, and consump- 
tion of tobacco are in agreement with the findings of 
other investigators—e.g., Doll‘and Hill (1954), Hammond 
and Horn (1954), Keys (1954), and Parkinson and 
Bedford (1928). 

The standardised mortality-rates in 1950 of deaths 
due to coronary heart-disease in men aged 20—64 (Regis- 
trar-General 1954) for coal hewers and getters (social 
class 111) and other mine workers in coal (social class Iv) 
were respectively 90 and 78, or 107 and 84 if deaths 
classified under myocardial degeneration are included. 
These data suggest an average prevalence of coronary 
heart-disease among coal-workers. In the absence of 


other figures for comparison the apparently high preva- 
lence found in the present investigation is not necessarily 
remarkable, in view of the proportion of silent cases and 
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the known high prevalence of coronary atheroma at this 
age. A relatively low prevalence of disabling myocardial 
ischemia might be anticipated in this population if the 
relationship between coronary heart-disease and physical 
activity which is found among workers in the Post Office 
and in London Transport (Morris et al. 1953) is also 
applicable in heavy industry. Heavy work may, however, 
be in a class by itself in this respect (Rentoul 1951). In 
fact, at least 7 of the present 47 men had been in bed 
at some time through myocardial ischemia, giving a 
15% prevalence of active or latent coronary-artery 
disease sufficient to cause absence from work. This figure 
may be compared with a 7% prevalence found in medical 
practitioners in the same age-group (Morris et al. 1952). 
This apparent difference is unrelated to pneumoconiosis 
or to ‘‘ bronchitis.’’ It is unlikely to be due to differences 
in smoking habits because miners are likely to consume 
relatively little tobacco. This expectation has been 
confirmed in other studies in the Rhondda Fach (Higgins 
1956). 

The difference we have found could be explained on 
a@ survival basis if, as has been suggested—e.g., Stocks 
(1954)—-manual workers have a lower case-fatality rate 
from cardiac infarction than those in other occupations ; 
in these circumstances, even with the same attack-rate, 
a higher prevalence of coronary heart-disease might be 
expected. 

Conclusions 

A detailed clinical and physiological study was made 
of a sample drawn at random from a complete population 
of coal-workers aged 55-64. 

The 8% lapse-rate for men living in the area at the time 
of survey was no higher than that for the preceding X-ray 
survey of the same population. 

The 38% prevalence of coronary heart-disease in this 
population of elderly coalminers and ex-miners is higher 
than that previously reported, and underlines the need 
for further investigations of this type. 


Summary 

The prevalence of coronary heart-disease was investi- 
gated in 47 of 55 men selected at random from a whole 
community of coalminers and ex-miners aged 55-64. 
Ballistocardiography was also done. 

38% of the men were found to have coronary heart- 
disease as defined ; half of these (19%) had symptoms 
and the remainder (19%) were silent cases. 15% of the 
men had at some time been in bed through myocardial 
ischemia. 

The mean systolic and diastolic blood-pressures for the 
men with coronary disease (165-8/89-4 mm. Hg) were 
higher (P<0-05) than those for the remaining men in 
the sample (139-5/80-7 mm. Hg). 

The mean body-weights for the two groups were 
156-9 lh. and 133-8 lb. respectively. The variation in 
body-weight was significantly greater in the men with 
coronary disease (P<0-02); hence the significance of 
the higher average is uncertain, though it appears to 
reach the 5% level. 

We wish to thank Dr. William Evans for his advice and criti- 
cisms ; Dr. Richard Doll for help in formulating the smoking 
questions; Dr. W. R. L. James for collaboration in the 
preliminary investigation ; Dr. J. N. Morris for reading the 
manuscript ; our colleagues at the Pneumoconiosis Research 
Unit, especially Dr. J. C. Gilson, director, Mr. P. D. Oldham, 
Dr. T. G. Morris, and Mr. R. G. Carpenter, for coéperation in 
the various stages of the survey ; Mrs. G. M. Budd and Mr. G. 
Jonathan for home visiting, and to Mrs. J. Newman and 
Mr. A. J. Merrick for technical assistance. 
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STRESS FRACTURE OF RIBS IN 
PREGNANCY 


Davip ages 
M.B. Lond., F.R.C.S., M.R.C.O.G. 
REGISTRAR, CHARING CROSS HOSPITAL, LONDON 


FRACTURE of a rib due to coughing was first described 
by Graves (1833). Since then 144 cases have been 
reported (Malgaine 1859, Gurlt 1862, Tunis 1890, Bahr 
1894, Seilin 1917, Popischill 1921, Kleiner 1924, Halliwell 
1929). Webb and Gilbert (1923), Palfrey (1924), and 
Swineford and MeKinnon (1945) emphasised that these 
fractures might easily be missed and that they were far 
commoner than was generally supposed. The great 
majority of reported cases were in patients with pul- 
monary tuberculosis (Oechsli 1936, Richardson 1936, 
Sakka 1938, Cohen 1949); but Mitchell (1951) reported 
that of 720 non-tuberculous patients referred to him on 
account of chest symptoms 106 had pleural pain, and of 
these 14 had stress fractures of ribs. 

There are 13 recorded cases of stress fracture of the 
ribs in pregnancy. In only 1 of these cases did the 
fracture occur in labour; and in this instance the fracture 
was due, not to the patient’s expulsion efforts, but to 
a fit of coughing (Ahern 1894). In all cases the fracture 
occurred in the last months of pregnancy, and in the 
present series all had fractures after the 36th week. 

In the 4 cases described by Paulley et al. (1949) serum 
calcium and phosphorus levels were within normal limits. 


Case-reports 
The 3 cases reported here attended Queen Charlotte’s 
Maternity Hospital in the first two months of 1953. 


Case 14.—Multigravida (one previous normal pregnancy), 
aged 30 years. At the 37th week of pregnancy the patient 
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had an irritating, unproductive cough. Dates a eacibedadiiy 
severe bout of coughing she felt a sudden snap in the lower 
part of her leit chest, and this pain persisted and was aggra- 
vated by coughing. Radiographic examination revealed a 
transverse fracture of the shaft of the 11th rib at the junction 
of its middle and outer thirds. 


Case 15.—Primigravida, aged 33 years. At the 42nd week of 
pregnancy the patient was sitting in a chair when she turned 
and coughed. She felt a click in the right side of her chest, 
and this was followed by a persistent pain. Radiographic 
examination showed a transverse fracture of the shaft of the 
1ith rib at the junction of its middle and outer thirds. 


Case 16.—Primigravida, aged 30 years. At the 36th week of 
pregnancy a pain developed gradually in the left side of the 
patient’s chest. This was not initiated by coughing, but was 
aggravated by coughing and deep breathing. The pain 
gradually subsided in the following 3 weeks. At the 38th 
week of pregnancy the patient felt a similar pain on the right 
side, and again this was not initiated by coughing. Radio- 
graphic examination revealed a fracture of the shaft of the 
6th right rib, with minimal disalignment in the anterior 
axillary line, and, immediately below it, a greenstick fracture 
of the 7th right rib. On the left side there were fractures of 
longer standing involving the left 6th and 7th ribs in the 
anterior axillary line, with slight callus formation. 


Discussion 
More than a century ago Hilton (18524 taught that 
a rib fracture might give rise to pain indistinguishable 
from that of pleurisy. This erroneous diagnosis is 
strengthened by the absence of displacement of the 
fragments on physical or radiographic examination. 


REPORTS OF STRESS FRACTURES OF RIBS IN PREGNANCY 


. Duration 43 
. . Case Age : Site of ‘ad 
Source no. (yr.) Parity yt fracture Onset 
Hérard 1 22 % 7th Ltll | Gough for 6 
(1855) month months 
Benoit 2 ck ol 9th Lt 9 Coughing fit: 
(Ba&br 1894) month chronic 
bronchitis 
Chonery 3 23 en ? Coughing fit 
(Bahr 1894) 
Dogadkin 4 27 + Multip. 9th Lt 8 Coughing fit 
(1885) month 
Ahern 5 a6 a In Lt 6 Coughing fit 
(1894) labour 
Blanc 6 ve ats End of Multiple Coughing 
(1908) pregnancy 
Paulley 7 21 + # Primip. 36 weeks Lt 10 Coughing fit: 
et al. chronic 
(1949) bronchitis 


8 25 Multip. 38weeks Lt9and Coughing 
10 mildly 


9 36 Multip. 40 weeks Lt ll Lifting and 
coughing 
10 25 Primip. 29 weeks Lt 11 Coughing 
after 
previous 
choking 
Evans 11 Late Multip. 8th 8and9 Coughing 
(1949) 20’s month 
Baar 12 26 Primip. 37 weeks Lt 11 Sharp snap 
(1949) 
Marsh 13 31 Primip. 34 weeks Lt 8 Lifting 
(1953) 36 weeks Lt 10 Lifting 
be 33. Multip. 35weeks Lt9 Sudden pain 
(same on lifting 
case) 


Present 14 30 Multip. 37 weeks Lt 11 Severe bout 
study of cough- 
ing: felt 
snap 
15 33 Primip. 42 weeks Rt 11 Mild cough : 
felt 
** click ”’ 
16 30 Primip. 36 weeks Lt6and No cough: 
7 gradual 
onset 
38 weeks Rt6Gand No cough: 
7 gradual 
onset 
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Anterior oblique radiographs of the chest, repeated 
to show callus formation, may reveal the fracture 
{Richardson 1936, Cramer 1943, Swineford and McKinnon 
1945, Bodenheimer 1948, Douthwaite 1949, Mitchell 
1951). 

Case 15 fractured a rib when she turned in a chair and 
coughed simultaneously. This association of asymmetrical 
posture with coughing was noticed by Seilin (1917), 
whose patient sustained a right-sided rib fracture when 
she coughed with her right arm outstretched to close 
a window. Atkinson (1898) reported a cough fracture in 
a patient who was hanging a heavy overcoat on a hook 
when an attack of coughing occurred. 

Case 16 is unusual in that there were bilateral multiple 
symmetrical fractures (the right ribs were fractured 
3 weeks after the left) and in neither instance did the 
fractures follow a bout of coughing. Mitchell (1951) 
declared that pain often came on gradually and many of 
his patients were surprised to learn that they had broken 
a rib. 


Site of Fracture 

In the cases reported by Oechsli (1936) the fractures 
occurred “‘ on a line extending from a point 4 ems. from 
the costo-chondral articulation of the 4th rib, obliquely 
caudally and laterally to the 9th rib in the mid-axillary 
line.’’ This is the site of interdigitation of the external 
oblique and serratus anterior muscles. Oecechsli’s series 
includea no fracture below the 9th rib, and none of the 
patients were pregnant. Richardson (1936) noted that 
the majority of fractures were at approximately the 
junction of the anterior and middle third of the rib. 

In the 4 cases in late pregnancy reported by Paulley 
et al. (1949) the fractures involved the 9th—1l1th ribs 
and continued in a caudal direction the line described 
by Oechsli (1936). 

In the 16 cases of stress fracture reported in pregnancy, 
the 6th-1llth ribs have been involved; in 13 cases the 
fracture was on the left side, in 1 case on the right side 
(see accompanying table), and in 2 cases bilateral ; in 2 
cases the side is not recorded. 


Mechanism of Fracture 

The earlier workers (Tunis 1890, Seilin 1917) suggested 
that the muscular pull of the diaphragm accounted for 
stress fractures of ribs. This is clearly not so, since the 
fracture line lies well above its costal slips of origin. 

The line along which stress fractures occur corresponds 
to the interdigitation of the external oblique muscle 
inferiorly (ribs 6-12) and of the serratus anterior (ribs 
1-8) and the costal slips of latissimus dorsi (ribs 9-12) 
superiorly. Quiet expiration is normally passive, but 
in forced expiration additional expulsive effort is provided 
by the muscles of the abdominal wall and by the latissimus 
dorsi muscle, which contract suddenly and energetically. 

In late pregnancy the costal margin is everted, owing 
to the enlarged uterus, and evidence that the lower ribs 
are then normally under stress is provided by the fre- 
quency of pain and tenderness of the interchondral 
joints between the 8th and 10th costal cartilages during 
the last 4 weeks of pregnancy. An additional shearing 
stress brought about by the upward pull of the latissimus 
dorsi and serratus anterior (especially if the arm is 
abducted) and the downward and medial pull of the 
external oblique, on a rib already under strain, could 
provide conditions for stress fracture. 


Summary 
13 reported cases of stress fractures of ribs in pregnancy 
are reviewed and 3 further cases are described. Of these 
3, 1 was unusual in that coughing was not responsible 
for the fracture. 
When a patient in late pregnancy suddenly bas pleural 
pain, possibly initiated by coughing, with tenderness 
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over the lower ribs, stress fracture should be considered 
and the patient should be examined radiographically. 


My thanks are due to Mr. G. F. Gibberd, under whose care 
these patients were confined at Queen Charlotte’s Maternity 
Hospital, for permission to publish. 
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A CASE OF RABIES IN SURREY 
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RaBieEs is rare in this country; it is only seen in 
people who ,have become infected in countries where it 
is endemic and have travelled here during the incubation 
period. In the past ten years two Servicemen have died 
of rabies in this country; the last civilian to die of 
rabies did so in 1911. Increased travel, particularly by 
air, may well raise the incidence of rabies bere. 


Case-report 


A man, aged 32, a bulldozer driver who had last been seen 
in March, 1954, with subdeltoid bursitis, returned from 
Pakistan on April 27, 1955. He had been feverish on May 6 
with a distaste for drink since May 7. He collapsed on May 9 
and was behaving irrationally. When seen at 3.15 p.m. he 
was sitting up in bed, was breathing rapidly, and sweating 
profusely. He complained chiefly of a feeling of heaviness on 
his chest and inability to drink water or any other fluid for the 
past twenty-four hours. 

On examination his temperature was 97°F, pulse-rate 130, 
and respirations 60 a minute. His tongue was coated and 
dry, and his throat red, with white viscid sputum round the 
fauces. His pharynx and sclera were anesthetic to touch. 
When he was asked to breathe deeply, the tachypnoea ceased. 
A few scattered rhonchi were found in his chest, and he had 
a loose cough. He was given a capsule of ‘ Tuinal’ gr. 3, 
which he preferred to swallow dry. Asked to drink some 
milk he became apprehensive, and his terror increased as the 
milk approached his mouth. He took a mouthful and spat 
it out, his face and neck went into general spasm, the tachy- 
pnoea began again, and he complained of heaviness on the 
The tachypneea ceased when he was told it was 
He then remarked that he did not know before 
He was left to rest 


chest. 
unnecessary. 
that he had such a vivid imagination. 
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a 


Section of brain containing Negri bodies ( x 275). 


for an hour or two. He was seen again at 6 P.m., when he 
was sitting up in bed eating an orange with some difficulty. 
He complained of some tingling in the right arm for the last 
three or four days, and there was wasting of the interossei in 
the first and fourth spaces of the right hand. Both arms 
appeared wasted compared to their condition a year ago, and 
the grip, although equal, was not that expected in a man of 
his occupation. Tuinal gr. 3 was given for the night. At 
9.45 p.m. his father-in-law telephoned to say that the patient 
was as bad as ever, wandering in speech, restless, and 
frightening his wife. 

On re-examination he was restless, with a tendency to 
dyspnea. He became calm when questioned, and admitted 
that he had been bitten by his dog while in Pakistan, where 
rabies is endemic, It was only a scratch on his right forearm, 
and the dog died next day with fits. His mates said it died of 
distemper. Pressed to remember when he was bitten he said 
finally that it must have been at the end of February or the 
beginning of March. Rabies was diagnosed and the patient 
was admitted to hospital that night. 


On admission there was slight weakness of his right arm, 
and the circumference of the right forearm was */, inch 
less than that of the left forearm. His temperature was 
100-2°F, pulse-rate 120, and respirations 22 a minute. He 
refused a glass of water vigorously but was not at all upset 
when the water taps were turned on. Rabies was provision- 
ally diagnosed, and intramuscular penicillin 500,000 units and 
phenobarbitone gr. 3 were given. 

Investigations.—-On May 10 chest radiography showed that 
the lung fields were clear. A blood-count showed Hb 120%, 
white cells 22,100 per c.mm. (polymorphs 79%, lymphocytes 
15%, monocytes 6%). No tubercle bacilli were seen in the 
sputum. Lumbar puncture was not done. 


Treatment and Course.—Intramuscular phenobarbitone gr. 3 
was given six-hourly. The patient’s general condition seemed 
a little improved, and the attacks of breathlessness, in which 
he threw back his head, jerked an arm, and complained that 
he could not breathe, decreased. He stated that “ belching 
wind" warded off attacks. He refused fluids vigorously. 
On May 11 he ate sections of orange, had one or two tea- 
spoonfuls of tea, and was given a rectal saline drip. Rhonchi 
and rales were present at both bases. He was very loquacious. 
A barium swallow was attempted, but he rejected the barium 
mixture. His temperature was 99°F. On May 12 he was 
mentally confused and still had spasms in which he complained 
that he could not breathe. His temperature was 101°F. At 
5 p.m. he became more disoriented and restless. He was 
given intramuscular paraldehyde 8 ml. At 10 P.M. he became 
much more restless and was given another dose of intra- 
muscular paraldehyde 8 ml. His temperature had risen to 
102°F. At 1.20 a.m. on May 13 he became irrational, noisy, 
and abusive, and was given intramuscular paraldehyde 10 ml. 
and intramuscular chlorpromazine 50 mg. with effect. The 
rectal drip was continued. His general condition deteriorated, 
and he died at 5 a.m. 


Necropsy Findings.—-Good physique, no scar on right 
forearm or elsewhere. Heart : myocardium pale and cloudy ; 
a few petechial hemorrhages beneath the visceral pericardium 
on the posterior aspect of the left ventricle. Larynx, trachea, 
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and bronchi contained much mucopus. Lungs: much con- 
gestion. Mouth, pharynx, and @sophagus normal. Liver 
congested and swollen. Brain congested, with scattered 
petechial hemorrhages. Spinal cord not examined. Portions 
of the right hippocampus and the right submaxillary gland 
were fixed in formol saline solution, and other pieces were 
frozen in 50% glycerin. The Group Laboratory reported 
that sections of brain showed the perivascular lymphoid-cell 
collections of encephalitis with, in the hippocampus region, 
the Negri bodies of rabies (see figure). The Central Public 
Health Laboratory, Colindale, reported that sections of brain, 
direct smear, Seller’s stain, contained scanty Negri bodies. 
The specimen fixed in formol saline solution appeared to be 
mainly white cortex, and sections of it showed no obvious 
abnormality. The virus of rabies was isolated by inoculation 
of mice. No Negri bodies were seen in the salivary gland, 
but the rabies virus was isolated by inoculation of mice, 


Contacts 


The case was notified to the Medical Officer of Health 
the day after admission to hospital. On his advice, and 
immediately the diagnosis was confirmed, the patient’s 
wife and child were given a light course of anti-rabies 
vaccine, because there is believed to be a slight risk of 
infection by kissing. The vaccine was supplied by the 
Lister Institute. Daily injections of 2-4 ml. into the 
abdominal wall were given for fifteen days, and no 
reaction was suffered by either patient, Nine months 
after contact both are well. 


One dog and three cats, pets in the househc ld, were 
destroyed ; two dogs were put into quarantine, and are 
now freed. 

Discussion 

Rabies is a disease of dogs, jackals, wolves, and 
vampire bats in Trinidad, transmitted to other mammals, 
including man, by bites from infected animals. The 
disease is ordinarily non-existent in the United Kingdom, 
having been eradicated originally by muzzling orders and 
subsequently by strict quarantine of dogs entering the 
country. The cause is a neurotropic virus with an 
incubation period of from ten days to a year—usually 
not more than five months, and commonly from one to 
three months. This variation is said to depend on both 
the situation of the bite and the dose of virus inoculated. 
‘A fresh abrasion licked by a rabid animal can be 
dangerous, and intact mucosa can transmit rabies. 


The virus spreads along the nerves from the site of 
inoculation ; hence bites on the face and hands, areas 
rich in nerves and usually uncovered, are particularly 
dangerous. From the spinal cord the virus spreads both 
distally and to the higher centres ; hence all the nervous 
tissue in the body may be infected. Infection reaches 
the salivary glands along the nerves and not through 
the blood-vessels. 


The necropsy findings are those of encephalitis, and 
the only typical laboratory findings are Negri bodies in 
the nervous tissue on section and reproduction of the 
disease in animals by inoculation of infected tissue. 

The established disease falls into three phases : 

(1) The prodromal state, lasting from two to three days, 
with malaise, fever, irritability, loss of appetite, and pain or 
irritation at the site of the bite. 

(2) The stage of excitement, lasting from two to three days, 
with difficulty in swallowing fluids, alternate rational and 
irrational periods, severe muscular spasm particularly affecting 
the muscles of the pharynx and larynx, and an undue sus- 
ceptibility to stimuli—e.g., noise and draughts. Heaviness 
on the chest, difficulty in breathing, and hydrophobia are 
manifestations of the muscular spasm, 

(3) The paralytic stage, lasting about twenty-four hours or 
less, leads to death. The patient commonly remains clear in 
his mind until near the end. 


The paralytic type of disease (‘‘ dumb rabies ’’) is rare. 
There is no excitement, and the course is usually longer 
than that of the “ furious ”’ type. 
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PRELIMINARY 


The differential diagnosis is from hysteria, tetanus, 
atropine poisoning, Landry’s paralysis, and encephalitis. 
In the present case the condition was immediately 
recognised as out of the ordinary run of illness, and an 
intrathoracic disease, psychosis, and hysteria were first 
considered. After the second visit the disease was 
recognised to be an organic condition, probably of the 
central nervous system. Acquaintance with the patient 
in health, appreciation that he had insight into his 
mental state, and the discovery of signs of organic 
nervous disease helped in reaching this conclusion. It 
was the recognition of the difficulty in swallowing 
fluids as hydrophobia, and the kuowledge that rabies 
was endemic in Pakistan, which made the correct 
diagnosis possible. 

After admission to hospital hysteria was considered a 
possibility owing to anesthesia of the pharynx and sclera 
and the patient’s bizarre behaviour. This diagnosis was 
excluded by the continued pyrexia, the leucocytosis, the 
rapid deterivration of his condition and early death, 
which was certified as due to encephalitis pending 
confirmation of the clinical diagnosis of rabies by 
laboratory investigation. 
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Conclusion and Summary 


A case of rabies, which developed in a man ten days 
after his return to this country from Pakistan and 
about two months after the bite, which left no scar, is 
described. 

The diagnosis of established rabies is entirely clinical. 
Laboratory tests are only useful in the examination of 
necropsy material from either the suspected dog or the 
patient. Established rabies is always fatal. 

Having witnessed the course of this illness, we have 
no sympathy for those misguided sentimentalists who 
wish to reduce the quarantine period for dogs entering 
this country. 


We wish to thank Dr. H. A. Leggett, physician-superinten- 
dent, and Dr. T. N. Gledhill, pathologist, of Redhill County 
Hospital, and Colonel H. R. Bensted and Dr. L. A. Hatch 
(who isolated the rabies virus), of the Central Public Health 
Laboratory, for clinical and pathological data ; Dr. Cyrus Ive, 
medical officer of health, for information on the preventive 
measures to be taken; Mr. J. S. Sheppard, photographer, of 
the Royal Free Hospital, for the photomicrograph; and 
Dr. Neville Southwell for advice and encouragement in the 
preparation of the paper. 





Preliminary Communication 


NUTRITIONAL AND INTESTINAL FACTORS AND 
IRON LOSSES IN 


THE GENESIS OF TROPICAL ANMIAS 


ALTHOUGH the nutritional megaloblastic anzmias '~* 
are common in the tropics and subtropics, they are not 
nearly so common as the hypochromic microcytic iron- 
deficiency anzemias. Especially in the coastal, riverine, 
and lacustrine areas of Africa, India, and other damp 
hot regions these hypochromic anzemias are a grave 
cause of chronic ill health. 

The blood shows a mean corpuscular volume (M.c.v.) of 
45-65 c.u, with a mean corpuscular hemoglobin (M.c.H.) of 
13-20 pg. and a mean corpuscular hemoglobin content 
(M.C.H.C.) of 20-28%.* * The bone-marrow is erythronormo- 
blastic, and vitamin-B,, levels in the serum are normal. 
During treatment with iron these anemias become macrocytic, 
the M.c.v. rising to 110-150 c.u in about ten to fifteen days ; 
but they do not become megaloblastic. 


ZTIOLOGY 


These severe microcytic anzemias often occur in areas 
where the diet contains an adequate amount of iron. 
For this there are at least three possible explanations : 
(1) loss of blood from the gut, caused by intestinal 
parasites ; (2) failure to absorb iron from the gut; and 
(3) loss of iron in feces, urine, or sweat. 


Loss of Blood from the Gut 

Although hookworm may play a part in the genesis of 
the tropical microcytic anzemias, this is probably not a 
paramount one. In Mysore State, which has a very high 
hookworm prevalence, many people have loads up to 
9000 (Dr. Patwardhan, Dr. Work, Dr. Anderson : personal 
communication); but the hemoglobin level in this 
State, and in those individuals who have heavy loads, is 
not significantly different from the level in States which 
have a lesser incidence or in people who have lighter 
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infestations or none. In different places in India we 
found infestation-rates as low as 8% or as high as 85% ; 
but the prevalence of anemia, and the average hemo- 
globin, were not significantly different. 

In one centre where the infestation-rate was-52%, among 
300 adults and children the mean hemoglobin was 9-4 g. 
per 100 ml.: in another area, where the infestation-rate was 
12%, the mean hemoglobin was 9-0 g. Taking only cases 
that had mean hemoglobins below 6-0 g., the average hemo- 
globin in the worm-infested cases was 4:8 g., while in the 
non-infested cases it was 4-9 g. 


Failure in Absorption of Iron from the Gut 


A number of factors affect the absorption of dietary 
iron—e.g., gastric acidity, the presence of reducing sub- 
stances such as ascorbic acid, soluble phytates in the 
diet, abnormal calcium/phosphorus ratios, and the solid 
content of cereal foods.1°-!* Variations in iron absorption 
occur that are independent of anzmia and are closely 
related to the type of diet. 

In India,and Ceylon the main article of diet is rice, 
which even when polished has a high phytic phosphorus 
content.15 Rice is further extremely deficient in calcium, 
and one of the serious deficiencies in the rice-eater’s diet 
is calcium.'® A rough estimate of the daily calcium, 
phosphorus, and iron intake of the average Indian and 
Ceylon peasant diet would give about the following : 
calcium 106-200 mg.; phosphorus 600-1000 mg. ; 
iron 14-28 mg. With such a diet 5% or less of the iron 
would be absorbed, yielding about 0-7-1-4 mg. of iron 
daily. In addition, in the riverine, lacustrine, and coastal 
areas fish is eaten and adds to the phosphorus content 
of the diet. 


A common practice among the poorer classes of India and 
Ceylon is the chewing of betel-nut leaves with added lime. 
This yields about the calcium equivalent of 10 oz. of milk 
daily, and the habit may account for the lesser prevalence of 
anzmia found by Stewart !’? among the beggar samples of his 
group in Pakistan. 
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Recent work indicates that intestinal bacteria can 
affect the absorption of iron. Stern et al.’®1% say that 
rabbits given oxytetracycline (terramycin) and penicillin 
absorbed no iron, but absorption was restored by adding 
Escherichia coli or enterococci to the diet. Subrahmanyan 
et al.?° state that in man the extent to which phytates 
are broken down and their phosphorus is made available 
depends on a number of factors, the most important of 
which are intestinal bacteria and the calcium content of 
the diet. 

Megaloblastic anzemias in the tropics and subtropics 
are related to the diet.45 Some types of diet affect 
the ecological balance of the intestinal flora and upset the 
synthesis and absorption of essential factors, and the 
cure of these anzemias by penicillin is due to its destroying 
competitors for vitamin B,, and restoring the bacterial 
balance in the gut. Similarly, imbalance of the intestinal 
flora, caused by unsuitable diet, may be partly responsible 
for iron-deficiency anzmias. 


Loss of Tron 

The view that the iron of the body is tenaciously held, 
and that it is mainly regulated by intestinal absorption 
through the ferritin-apoferritin/mucosal-block mechanism, 
is being modified. Recent work shows that iron balance 
is maintained partly by controlling dietary iren absorp- 
tion and partly through losses, and that the latter can 
contribute materially to the maintenance of iron balance. 
Serum-iron levels are not necessarily an index of iron 
absorption.?!~—** 

The main routes by which iron is lost to the body are 
the bile (very small quantities); the urine (very small 
quantities); and the skin, saliva, and hair. Mitchell 
and Hamilton 24 and Adams et al.25 estimated that the 
losses in cell-rich sweat are high. Stewart et al.?® con- 
cluded that they are insignificant, but their work was 
done on dogs, which have no eccrine sweat-glands and 
in which cell desquamation is low as in most fur-bearing 
and hair-bearing animals. Using radioactive 5 Fe, 
Dubach and her colleagues 27 found in man that the total 
quantities lost were between 0-5 and 1-0 mg. per day. 
Our own estimations have shown that losses by the 
lermal route (cell-rich plus cell-poor sweat) vary from 
0-3 to 2-3 mg. per day. 

The iron intake of the food is generally estimated in 
Britain and America as about 13-18 mg. per day. Of 
this the proportion absorbed is not more than 10°% and 
probably nearer 8%. Thus 15-18 mg. in the diet would 
yield to the body not more than 1-5-2-0 mg. daily. 


It will be evident that if (because the diet is unsatis- 
factory) absorption of iron from the gut is reduced, and 
(because the climate is hot and humid) loss of iron in the 
sweat is increased, the body may easily begin to lose 
more iron than it gains. With a daily absorption of, say, 
0-7—-1-4 mg. of iron, and a total loss at the lowest estimate 
of 1-0-1-5 mg. (sweat, urine, feces), an iron-deficiency 
anemia will sooner or later develop, even though the 
diet is adequate in iron. 
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In the_areas in which we worked malaria was not of much 
significance, and we did not regard it as an important cause 
of iron loss. The iron liberated from the red cell by the 
malaria parasite is available for the resynthesis of hemo- 
globin, and the acute anemia that sometimes occurs in severe 
malaria infection will generally respond to antimalarial drugs 
alone, no iron being required. 

TREATMENT 

Our work in India showed that a large proportion of 
the microcytic anzemias respond simply to adequate doses 
of oral iron (20-35 grains of the ferrous salt daily)— 
even when the amount of iron in the diet is sufficient. 
(It is known that checks to intestinal iron absorption can 
be overcome by greatly increasing the amount of dietary 
iron.) 

Some of these hypochromic microcytic iron-deficiency 
anzmias failed to respond fully to oral iron alone. In 
these cases we found that the total serum-proteins were 
lower than normal, or the serum-albumin was lower, or 
the marrow contained giant stab-cells, indicating 
dyshemopoiesis. Cases with abnormally low serum- 
proteins or serum-albumin required protein in some form, 
generally given as skimmed milk, before they made a 
full hematological response. Those which failed to 
respond to iron and protein, and had giant stab-cells in 
the marrow, made a normal recovery if*given 5 mg. of 
folic acid daily for one week, and/or 80 ug. of vitamin 
B,.. In some patients with normal serum-protein levels 
and no stab-cells in the bone-marrow, iron treatment led 
to a fall in serum-protein level, reversal of the albumin 
globulin ratio, and/or the appearance of stab-cells. 

Many other workers have found low serum-proteins 
and/or reversed albumin/globulin ratios in tropical 
anemias. Mitchell and Hamilton ** state that dermal 
losses of nitrogen and even of amino-acids can be con- 
siderable and that at high humid temperatures nitrogen 
loss is 5-7 times greater than at ‘‘ comfortable ’’ tempera- 
tures. We have no information on this other than the 
failure of some of our Indian cases to make a complete 
hematological response unless given proteins. It is 
possible that dermal losses of nitrogen may be affecting 
the synthesis of hemoglobin. 

These tropical anemias in many cases have multiple 
deficiencies which are not apparent while there is little 
blood regeneration. The increased hemopoiesis that 
follows iron treatment makes increased demands on the 
stores of protein, vitamin B,,, and folic acid; hence the 
fall in serum-proteins that frequently occurs during iron 
treatment, and/or the appearance of giant stab-cells in 
the marrow, or other signs of dyshamopoiesis. 


CONCLUSION 


Microcytic anemia is a very common and serious cause 
of ill health in most tropical and subtropical countries, 

It is seen in areas where the diet contains a sufficiency 
of iron. 

Our observations in India and Africa suggest that the 
two main causes of iron-deficiency anzemias in such areas 
are: (1) failure to absorb iron, because of the type of 
diet ; and (2) excessive loss of iron. 

Even in normal adults on a normal diet, the main- 
tenance of iron balance is more tenuous than has generally 
been supposed ; on an unbalanced diet with excessive 
losses the margin of safety is even less. 

Iron is not the only substance needed for hemoglobin 
synthesis. The occurrence of abnormal serum-protein 
values, the failure of some cases to respond to iron alone, 
and the appearance of other deficiencies during iron 
treatment indicate the complexity of the problem. 


Henry Foy 
M.A., D.Se. Oxfd, Ph.D. 
ATHENA KonpI 
M.D. Athens 
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and Ross Institute 
of Tropical Hygiene 
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Reviews of Books 


Essentials of Forensic Medicine 
C. J. Porson, F.R.c.P., professor of forensic medicine, 
University of Leeds. London: English Universities 
Press. 1955. Pp. 561. 30s. 

TEXTBOOKS on the specialties of medicine fall into two 
categories, the “ shorter ’’ and the ‘“‘ much longer.’’ The 
former guide the student and refresh the practitioner ; 
the*latter are books of reference for the expert—and, in 
legal medicine, for those who want to test the expert’s 
knowledge. To expect both in one volume is asking too 
much, and Professor Polson has plainly set out to enjoy 
writing at length on a subject he evidently revels in, 
exploring the literature and collecting what Montaigne 
would have called un amas de fleurs étrangéres. It is 
superbly done, for he writes well, lucidly, and sanely, 
weaving the vivid and the more mundane chapters of 
forensic medicine, medical ethics, law and insanity into 
a comprehensive whole that is both informative and 
readable. The book is no short guide to the subject for 
the student, but it will delight the specialist who cannot 
summon Professor Polson’s enthusiasm for research into 
the literature. The absence of pictures is a break with 
tradition, made deliberately, so as to ‘‘ focus attention on 
the text.’’ A toxicology on similar lines is to follow. 





The Clinical Approach in Medical Practice 
G. E. BEAUMONT, D.M., F.R.C.P., honorary consultant 
physician, Middlesex Hospital. London: J. & A. 
Churchill. 1956. Pp. 469. 45s. 


THIs is a sequel to Dr. Beaumont’s Applied Medicine, 
and it follows similar lines. The emphasis throughout is 
on practical clinical matters, and both this book and its 
predecessor show clearly how a skilled and intelligent 
physician’s mind works when he is faced with a difficult 
diagnostic problem. 

In one section he describes some interesting cases he has 
met, and in another he and a group of pupils discuss, by the 
method of question and answer, the differential diagnosis of 
other cases. In the case-descriptions Dr. Beaumont amply 
proves how repaying is care in history-taking and bedside 
examination. In the question-and-answer demonstrations he 
explodes with wit and erudition (some of his pupils are 
remarkably well informed, too) and the joint result is both 
instructive and diverting. There are two new features: a 
section describing in detail the psychological reactions of some 
tuberculous patients to their disease, and a short philosophic 
excursion into the ethics of prolonging life in advanced heart- 
disease. Dr. Beaumont seems less at home with such emotional 
matters, and this part of the book is rather dull ; but the rest 
is more entertaining than many a novel. 


Splenin A in Rheumatic Fever 

The testing of splenin A as an anti-inflammatory agent. 
ALvIn F. Cospurn, M.p., Lucite V. Moore, M.D., JUDITH 
Woop, m.p., Mary ROBERTS, R.N., Rheumatic Fever 
Research Institute, Northwestern University Medical 
School, Chicago, Ill. Springfield, Ill.: Charles C, 
Thomas. Oxford: Blackwell Scientific Publications. 
1955. Pp. 86. 27s. 6d. 


In the modern therapeutic arena a favourite battle 
with the crowd involves Allergy, and particularly the 
chimera Rheumatic Allergy. Here comes a dark horse 
in the trampled wake of the giants Corticotrophin and 
Cortisone, challenging perhaps the most elusive champion 
of all, Rheumatic Fever. Is Splenin A a worthy opponent? 
On its form it will do. As Ungar described it, splenin A 
is a product of the spleen which decreases capillary 

ermeability, increases capillary resistance, and shortens 
Cieodiine-theim Like corticotrophin and cortisone it 
increases the antifibrinolytic activity of guineapig serum, 
but unlike these hormones has a similar action in splenec- 
tomised animals. Moreover, it inhibits anaphylactic 


arthritis in the guineapig—and is not hypersensitivity 
its opponents’ Achilles heel ? ; 

How will the issue be judged ? Not by therapeutic 
trial; the challenger, unfortunately, is as yet too meagre 
of substance. By clinical impression then, and a con- 
sensus of opinion about anti-inflammatory effect. The 
skirmishing begins ; the contestants are hidden in clouds 
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of dust. The challenger sometimes seems to be on top, 
but alas! when the air clears, the champion looks the 
fitter of the two, and the laurels are still firmly on his 
brow. What does the crowd think ? It has been offered 
poor material for judgment ; so it very sensibly keeps its 
thumb in its fist, and refuses to consider its verdict. 


A Hundred Years of Nursing 
Sir Zachary Core London: Heinemann Medical Books. 
1955. Pp. 144. 10s. 6d. 


THE main part of Sir Zachary Cope’s interesting book 
describes the history of nursing at St. Mary’s Hospital, 
Paddington, since it was opened in 1851, but in a first 
chapter he gives a short account of the general history 
of nursing during the same period, which shows the 
striking changes which have taken place. 

In 1860 the matron asked if a gratuity might be given 
to a sister who was leaving after seven years’ service. The 
board recommended that she be given £3 to pay her travelling 
expenses. The matron herself was dealt with rather shabbily. 
Her salary remained at £50 per annum for twelve years, 
after which an increase of £10 a year was granted. And 
out of her meagre salary £12 had to be spent on washing. 


James Parkinson 1755-1824 
Editor : MACDONALD CRITCHLEY, M.D., F.R.c.P. London: 
Macmillan, 1955. Pp. 268. 15s. 


To mark the bicentenary of Parkinson’s birth four 
papers dealing with Parkinson’s disease have been attrac- 
tively published. The book includes the original Essay 
on the Shaking Palsy. There is also an introduction by 
the editor, a biographical essay by Dr. W. H. McMenemey, 
an account of the pathology of Parkinson’s disease by 
Dr. J. G. Greenfield, and a clinical analysis of the 
paralysis-agitans syndrome by Sir Francis Walshe. 

Parkinson led an exciting life. He was something of a 
political revolutionary but escaped the fate of transportation 
and imprisonment which befell several of his associates. Two 
of his tracts were entitled Revolution without Bloodshed or 
Reformation preferable to Revolt (1794), and Whilst the 
Honest Poor are Wanting Bread (1795). His papers on 
medical subjects included Hints for the Improvement of 
Trusses (1802), Some Accounts of the Effects of Lightning 
(1789), and one of the earliest descriptions of a Case of 
Diseased Appendix Vermiformis (1816). He emerges as a 
competent and keenly observant surburban practitioner, and 
aneccentric. But for all that he was an engaging and likeable 
character, modest, unassuming, and warm-hearted. His 
famous essay js a great rarity, but it is very profitable reading. 
How effective are the words with which Parkinson opened : 
“Involuntary tremulous motion, with lessened muscular 
power, in parts not in action and even when supported ; with 
a propensity to bend the trunk forwards, and to pass from a 
walking to a running pace; the senses and intellects being 
uninjured.” 


The editor and his collaborators have done well in 
republishing and adorning this classical piece of medical 
writing. 


Airborne Contagion and Air Hygiene 
Witi1aM Firta WELLS, PH.D., laboratory for the study of 
airborne infection, University of Pennsylvania School of 
Medicine. Cambridge, Mass. : Harvard University Press. 
London : Oxford University Press. 1955. Pp. 423. 48s. 


For more than twenty years Dr. Wells has been 
engaged on the problems of airborne infection. Much 
of his published work has been highly technical, and it 
was therefore encouraging to read in the preface to this 
book that ‘‘ much of the original work had. ... to be 
revalued, and significance, only implicit in published 
papers, made explicit in the book.’ But he has not 
entirely succeeded in this last purpose. 


In the first part, Dr. Wells describes, in physical and 
mathematical terms, the formation and behaviour of respira- 
tory droplets. He examines the merits of various devices 
used for the bacteriological analysis of air and describes the 
influence of ventilation and ultraviolet irradiation on airborne 
organisms. The first part of the book ends with a considera- 
tion of the factors influencing penetration of infected particles 
into the lung. 
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The work described up to this point in the book includes 
Dr. Wells’s more important contributions to the understanding 
of airborne infection ; and a clear account and interpretation 
would have been valuable. Unfortunately much of the 
discussion is hard to follow and there are long and unnecessarily 
detailed descriptions of laboratory apparatus. Most air 
bacteriologists in this country have found the slit-sampler to 
be the most satisfactory instrument for sampling air. Dr. 
Wells apparently prefers the air-centrifuge in spite of its 
inferior performance with small particles. 

Dr. Wells then goes on to describe, in the second part of 
the book, his efforts to prevent airborne infections by means 
of “sanitary ventilation.” For this purpose he prefers 
ultraviolet irradiation to ventilation in its generally accepted 
sense, and he records bacteriological and epidemiological 
experiments to support his claims for the efficacy of the 


method. Some epidemiologists may not be satisfied with the 
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statistical methods. During one experiment infections occur- 
ring in an irradiated room were excluded from the results 
because the ultraviolet tubes had not been dusted. 

The chapter on dust-borne infection is the best in the book. 
Another useful feature is the comprehensive bibliography. 


In spite of these several criticisms, the book will be 
useful to the bacteriologist working on air hygiene because 
it provides, in one place, a record of Dr. Wells’s notable 
contributions to the subject. 


Poliomyelitis (Philadelphia: J. B. Lippincott. London : 
Pitman Medical Publishing Co. 1956. Pp. 567. 60s.).—The 
papers and discussions at the 3rd International Poliomyelitis 
Conference, held in Rome in 1954, have now been published. 
The official delegates from the United Kingdom were Dr. 
W. H. Bradley and Mr. H. J. Seddon. 





New Inventions 


** STITCH-GUN ” FOR SUTURING ATRIAL 
SEPTAL DEFECTS 

Or the various closed methods of repairing atrial 
septal defects the most versatile is the atrial well, first 
described by Gross et al.,' but placing sutures under 
blood by means of a needle-holder is difficult. 

I have devised an instrument to overcome this 
difficulty ; it has been used in closing experimentally 
created atrial septal defects in animals, and suturing 
the margins has proved rapid and easy. 

The instrument consists of a head and a barrel housing 
a removable needle, mounted on a pistol grip (figs. 1 and 
2). At the pointed end of the needle is an open eye ; 
at the other end is a thumb-plate and spring. The spring 
prevents the needle from projecting beyond the barrel 
until the thumb-plate is pressed, and when the thumb- 
plate is released the needle automatically returns to 
the barrel. On the pistol grip near the barrel are two 
spring catches to hold the thread. 

The suture is threaded into the grooves on the head 
(fig. 3A), and the two long ends are secured in the spring 


Watkins, F., Pomeranz, A. A., Goldsmith, E. I. 


1. Gross, R. E., 
Obstet. 1953, 96, 1. 


Surg. Gynec. 





catches. The edge of the defect is palpated through the 
well with the left index finger, while the right hand 
holds the gun and places it so that the edge of the defect 
is in the U on the head of the gun (fig. 4A). The thumb- 
plate is then pressed and released ; one end of the thread 
is held (fig. 2), and the other is allowed to slide through 
the spring catch. The needle passes through the septum 
at the margin of the defect, catches the thread in its 
eye and then pulls it back through the septal margin 



















FULL SIZE 


Fig. |—The stitch-gun. 





Fig. 2—The stitch-gun, with needle in position. 


— . / 








Fig. 4—Stages in stitch. 


(figs. 3B and c). With the left hand the needle is 
then pulled right out of the barrel, drawing with it the 
loose end of the thread, which now occupies the barrel 
(figs. 4B and 3p). The fixed end of the thread is 
then released and the instrument removed from the 
heart. 

The stitch-gun may also be used for placing stitches 
elsewhere in the heart, or in other parts of the body 
where visibility or room to manoeuvre are lacking. 

I should like to thank Mr. A. E. Christmas who made the 
prototype for me. The instrument has been made for me 
by Messrs. Down Bros. and Mayer & Phelps, 92, Borough 
High Street, London, S.E.1. 

M. G. WILson 


Royal Infirmary, 
° Bristol m.B. Leeds, F.R.C.8, 
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Medical Evidence 


How can the Law best obtain expert medical 
evidence ? The normal method both in this country 
and the United States is for the opposing parties in a 
dispute to call their own medical witnesses: these 
witnesses are then cross-examined and, if they dis- 
agree, it is for the judge or jury to decide what evidence 
to accept. There are some exceptions: occasionally 
in this country the parties may put in an agreed 
medical report ; in nullity cases the court may ask 
(though it does not compel) either party to submit to 
medical examination by an impartial doctor ; and in 
cases under the National Insurance Acts, the claimant 
may also be required to undergo impartial medical 
examination. All these, however, may be regarded as 
the exceptions which prove the rule. 

Many people feel that the usual methods of giving 
medical evidence could be improved! ; and those who 
seek reform will welcome a report? by a special 
committee of the New York Bar Association on a 
proposal to use impartial medical testimony in cases 
of personal injury. As some 80°, of the cases in the 
United States trial courts are concerned with injury 
and involve medical evidence there seem to be good 
grounds for the claim that “ the project is directed at 
the very core of court operations.”” The idea was 
conceived by the judges of the Supreme Court of 
New York and was put to the test experimentally, 
first in New York County and later in Bronx County 
as well, with the codperation of the local bar associa- 
tions and medical societies. The results were so satis- 
factory that impartial medical testimony is now a 
regular part of the operations of the Supreme Court of 
New York State. Under the new arrangement, the 
judge may, before the trial, order the examination of 
an injured person by an impartial medical expert. 
Before doing so, he consults counsel for the two sides ; 
but their consent is not necessary. In fact, during the 
two years covered by the report, no lawyer registered 
any sharp objection ; indeed, in some cases, the law- 
yers themselves asked for an impartial expert. This 
step is facilitated and even encouraged by a feature 
of the American legal system which does not exist 
in Britain—namely, the pre-trial conference. This 
conference enables the judge and the lawyers for 
both sides to explore the issues in the case and the 
possibilities of a settlement, the discussions being held 
in an informal atmosphere, usually some months 
before trial. If the judge orders an examination by an 
impartial expert, the pre-trial conference is adjourned. 
In making his order, the judge indicates the nature 
of the medical dispute and the type of specialist who 
should carry out the examination ; occasionally, of 
course, more than one specialist is needed. The actual 
selection of medical experts is made by a specially 
constituted ‘‘ medical record office’’ from panels 
drawn up by the local medical societies. In due course, 
the pre-trial conference is resumed when the case 





1. See Lancet, 1951, ii, 483. 

2. Impartial Medical Testimony : a Report by a Special Committee 
of the Association of the Bar of the City of New York. 
York and London : 


New 


Macmillan. Pp. 188. 27s. 6d. 
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will again be discussed in the light of the expert 
findings. 

From the incomplete statistics available it seems 
that well over a quarter of the cases referred in this 
way to impartial experts were settled at or before the 
resumed pre-trial conference; of the remainder, a 
substantial number were settled after the resumed 
conference but before trial. In all, over half the cases 
seem to have been settled before trial. In considering 
these statistics, it must be borne in mind that the 
possibilities of a settlement do not always depend on 
the medical evidence. Even if the medical evidence 
is‘accepted by both parties, there may be other issues 
for trial—for example, the alleged negligence of the 
defendant and contributory negligence on the part of 
the plaintiff. Moreover, even where there is agreement 
on the nature of the injuries. there remains the 
question of damages. But, of course, there will always 
be cases in which there is an honest difference of 
opinion between the medical experts. If the case 
goes to trial, the impartial expert may be called to 
give evidence at the request either of counsel or of 
judge. If so called, he will be subject to cross-exami- 
nation, and either party may call their own experts. 
But the effective scope of cross-examination and the 
tone in which it is conducted are different. The 
impartial expert will have been chosen from a panel 
drawn up by the medical societies and he will be a 
recognised specialist in his field. His impartiality is 
emphasised by the fact that he is paid out of special 
funds and not by the contesting parties. Indeed, such 
a standing has been achieved by the impartial expert 
that a few American judges and lawyers are beginning 
to fear that his importance is over-emphasised and 
that his word is too readily treated as gospel. 

Some other results of the New York project are 
worth noting. Often plaintiffs have been persuaded 
to abandon inflated claims for damages ; but in other 
cases the independent medical report has convinced 
the defendant that the plaintiff's case was well 
founded. Qecasionally, examination by a specialist 
of high standing has strengthened the plaintiff's case 
by drawing attention to points overlooked by his own 
doctor. The new method of taking evidence once 
again demonstrated that many doctors were slow to 
use radiological and other diagnostic techniques ; and 
the New York Bar Association think that the result 
may be an improvement in the diagnosis of injuries : 
“... it is likely that the project will not only help in 
informing judges and juries of what doctors know 
(thus improving the process of legal fact-finding), but 
will go one step further and help the doctors them- 
selves in discovering the truth (thus improving the 
basic process of medical fact-finding).” 

The success of the project immediately raises the 
question whether a similar scheme could usefully be 
introduced in this country. There can be little doubt 
that it would be of great value in the pre-trial stages. 
Although many actions arising out of physical injury 
are already settled before trial, the use of independent 
medical reports would provide a more satisfactory basis 
for settlements. The American lawyers worked out 
their plan with the pre-trial conference in mind, but the 
fact that British law does not provide for this confer- 
ence need not preclude the introduction of a similar 
scheme here. Our courts have a highly developed system 
of pre-trial instructions, operating through the jurisdic- 
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tion of the Masters of the Supreme Court, and it would 
be a simple matter for the Master who examines the 
pleadings to order the reference of disputed medical 
matters to an independent expert. The only real 
advantage of the informal pre-trial conference as used 
in the United States is its conscious search for the 
basis of a settlement out of court. Even where settle- 
ment is impossible, the use of independent reports 
would help to remove at least the medical issues from 
the area of dispute. Where the medical issues cannot 
be resolved before trial, an independent witness will 
be above any suspicion of partiality (suspicion of 
partiality by expert witnesses is probably not so great 
in this country as seems to be the case in New York, 
but it exists to some extent). But it is unavoidable 
in such cases that the expert should be called to 
give oral evidence and be liable to cross-examination ; 
and that, in its turn, must give counsel the right to 
call other medical evidence. That course may not be 
welcomed by those who feel that there is something 
discreditable about a clash of expert opinion in open 
court. But English judges and lawyers are not likely 
to concede (any more than their colleagues in New 
York have done) that only one expert should be heard. 

There remains the question whether the British 
taxpayer would or should pay the bill for such a system 
of expert testimony. The New York scheme was 
financed in its early stages by a grant of $20,000 each 
from the Alfred P. Sloan Foundation and the Ford 
Motor Company Fund, but the cost is now borne by 
public funds. If a similar arrangement was introduced 
here, it would hardly be feasible to limit it geograph- 
ically, as has been done in America. And the cost of a 
scheme applying to the whole country could probably 
be met only by the Exchequer. The New York report 
suggests, however, that the cost of the project there 
was more than offset by savings in other ways. The 
British reader may wish that the report had analysed 
this aspect more fully; but it does at least seem 
probable that a comparable plan in this country 
would be by no means as costly as it seems at first 
sight. j 


Recurrent Dislocation of the Shoulder 


Is recurrent dislocation of the shoulder largely 
preventable ? It is surprising that we do not yet 
know the answer. One school of thought holds that 
after reduction complete immobilisation with the fore- 
arm across the chest for 3-4 weeks is essential if 
recurrence is to be avoided ; only thus, they say, will 
the torn structures in front of the shoulder-joint heal 
adequately. The other school maintains that this 
immobilisation is an unnecessary imposition on the 
patient and that early movements are harmless. In 
their view, recurrence or otherwise depends on the 
damage done by the original injury; if there is an 
avulsed glenoid labrum or a depressed fracture of the 
humeral head the patient is bound for later trouble, 
and immobilisation will not heal the one or restore 
the other to normal contours. Neither side really 
knows, and one of them must be wrong: it should not 
be hard to decide which. Figures derived from series 
of patients treated at the time of original injury by 
one or other method are of very little value on this 
point: the high proportion previously treated by early 
mobilisation is suggestive, but not significant unless 


_le RIL 14, 1ses 


ARTICLES 


we also know what sroportion of all primary dislooa- 
tions are treated by each method in that surgeon’s 
particular “‘ catchment area.”’ In spite of the influen- 
tial teaching of Watson-JoNES and others, it is 
probably true to say that most primary dislocations 
in this country still have less than one week’s immobil- 
isation and that often very incomplete. McLaceGu in 
and CavALLERO ! recorded a high recurrence-rate after 
early movement, but they included no adequate 
control group in which the joint was rigidly immobil- 
ised. A definite answer would be given by a follow-up 
study of a few hundred cases treated by each method. 
Dislocation of the shoulder is common ; recurrence, 
when it comes, usually strikes within a year, and it is 
not so rare that a great many patients would have to 
be followed before getting at least a helpful indication. 


The primary treatment is, of course, not the 
only factor determining recurrence. Age does not 
seem to be of much importance; and there is 


now less support for BaNKaRT’s view that the 
mechanism of the. original dislocation in patients 
who have recurrences is always a fall backwards on 
to the shoulder or elbow so that the humeral head is 
driven directly forward. Many worke rs, such as 
Apams ? and Du Torr and Roux,’ have reviewed this 
question and all the evidence indicates that there is 
no essential difference in the liability to recurrence, 
however the original dislocation was preduced. But 
there may well be anatomical abnormalities that 
predispose to recurrent dislocation, particularly varia- 
tions in the attachment of the glenoid labrum and the 
size of the glenoid cavity ; and it is significant that 
in GALLIEr’s series * of 200 cases there were three pairs 
of brothers and two pairs of twins. Furthermore the 
condition is quite often bilateral, and this, for different 
reasons, is particularly so in epileptics. There will 
always be some recurrent dislocations of the shoulder 
which start insidiously, or with trivial strains produc- 
ing momentary subluxations, and then, with repeti- 
tion, eventually progress to true recurrent dislocation. 

In the established case all the basic pathological 
changes have been known, though not always appreci- 
ated, since the 19th century; later workers have 
varied only in their opinion of the frequency and 
importance of the lesions from an etiological stand- 
point. There seems no doubt whatever that in most 
patients the vital factor is inadequate support for the 
humeral head at the anterior glenoid margin, whether 
due to avulsion of the glenoid labrum (BANKART’s 
lesion), stripping of the capsule itself from the neck 
of the scapula, or even a stretched and lax capsule. 
BaNKART’s lesion is certainly not always present ; in 
modern series its incidence varied from 65°% to 100%, 
and it is interesting to note that in a recent review by 
Dickson and Devas ® of patients operated on by 
BANKART himself, or strictly according to his tech- 
nique, only 32 of the 50 cases available for follow-up 
had been found at operation to have the classival 
lesion. With any lesion of this type there may be 
secondary atrophy and rounding off of the bony 
glenoid margin. The second important site of abnorm- 
ality is the posterolateral part of the humeral head, 
ro a defect may be found which is apparently due 


- McLaughlin, H. es ‘Cavallero, w. Vv. “Amer. 4; 1950, 80, 615. 
2. Adams, J.C. J. Bone Jt Surg. 1948, 30B, 
3. Du Toit, G. T., Roux, D. Jbid, 1956, 38A, 4 
4. Gallie, Ww. E., Le Mesurier, A. B. Jbid, 1948, 30B, 9. 
5. Dickson, J. W., Devas, M. Paper presented to the British 
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to a crush fracture caused by impaction against the 
glenoid margin at the moment of dislocation, or 
possibly to secondary flattening from repeated epi- 
sodes. In some series as few as 20° of cases showed 
this defect ; in others they all had it. This variation 
depended to some extent on the care with which the 
defect was looked for. In abduction and external 
rotation this defect engages with the glenoid, and the 
joint may lose its stability and become dislocated. 

Recurrent dislocation has for many years attracted 
the inventors of new operations. Bearing in mind the 
basic abnormalities, it is not surprising that the only 
operations that have stood the test of time are those 
which produce some sort of buttress at the anterior 
glenoid margin. It does not seem to matter much 
whether this is achieved by reattachment of the 
avulsed glenoid labrum or capsule or by the use of the 
tendon of subscapularis (the PuTTI- PLATT operation®), 
fascia lata (GALLIE), bone blocks from free grafts or 
a displaced coracoid process, or scar tissue (HIPpo- 
CRATES used the cautery for this purpose). Simply to 
use the anterior approach ensures the formation of 
some scar tissue just where it is needed. Those who 
believe in the importance of the humeral defect insist 
that some loss of external rotation must be accepted 
so as to prevent the defect reaching the glenoid ; and 
that without this disability the patient is still in 
danger of recurrence. While many patients regain a 
full range of movement after these operations, most 
are left with slight loss of abduction and considerable 
loss of external rotation. Du Torr and Rovx do not 
believe that this loss is necessary; they fix the 
avulsed labrum to the glenoid margin with the staples 
originally introduced by Foucu& and proceed to 
remobilise the shoulder immediately after operation. 
They claim that in this way full movement is rapidly 
regained, the period of postoperative disability is 
much shortened, and there is no danger of recurrence. 
The use of staples is not without danger; they can 
pull out, and more than one has had to be removed as 
a loose body in the shoulder-joint. It is, however, a 
simple method which may appeal to those who have 
found that the suture work involved in any repair 
at the margin of the glenoid is not quite so easy as 
some advocates of this operation maintain. It will 
still be some years before we can judge whether some 
restriction of movement must really be endured in 
order to guard against recurrence. But however the 
repair work is done, most recurrences are due either 
to major violence that might well dislocate a normal 
joint or to technical faults that only greater care and 
experience will eradicate. 

Vomiting Sickness in Jamaica 

For more than fifty years, an often rapidly fatal 
illness called ‘‘ vomiting sickness *’ has been known in 
Jamaica. Most of its victims are children between 
the ages of two and ten years, and they are always 
from the poorly nourished peasant class. The onset is 
said to be abrupt, usually but not always with 
vomiting, and there is invariably a feeling of intense 
weakness. Prostration soon follows, but there is no 
fever and no diarrhoea. Recovery may be complete 
in a few hours; but often, after periods of semi- 
coma, the child lapses into deep coma, with twitching 
convulsions, and death. 


6. Osmond-Clarke, H. 


J. Bone Jt Surg. 1948, 30B, 19. 
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As long ago as 1916, Sir Haroup Scort ! suggested 
that the illness was caused by eating the fruit of the 
ackee tree (Blighia sapida), and it has often been called 
“ackee poisoning.” Ackees are a favourite food in 
Jamaica, but are rarely eaten elsewhere. The ackee 
tree bears handsome bright-red pear-like fruits which 
split, when they are ripe, into three segments. Within 
are three hard seeds, looking like black shiny acorns, 
each on top of a yellow fleshy arillus about an inch 
long. It is this arillus which is cooked and eaten ; it 
tastes like a fatty variety of roast chestnut, but it is 
even more appetising. But while ackees are freely eaten 
everywhere in Jamaica, vomiting sickness is confined 
to a few peasants, mostly children. Moreover, vomit- 
ing sickness may be sporadic, it may affect a particular 
family, or it may occasionally be epidemic but then 
only in the winter months, December to March, and in 
certain localised areas. Yet the distribution of ackees 
is island-wide and crops are eaten in other months. 
Doubt was thus expressed that the ackee was the cause 
of vomiting sickness, though Evans and ARNOLD 2 
had prepared extracts from it which were toxic to 
animals. Many other plants taken as “bush teas’’ were 
incriminated instead. BARNETT,’ the Jamaican govern- 
ment’s chemist, blamed certain yams which he found 
to contain, when immature, a toxic glucoside. 

Some observers even raised doubts about the 
existence of vomiting. sickness as a separate disease : 
they thought the term merely included a wide variety 
of conditions wrongly diagnosed ; and after 1944 the 
Registrar-General of Jamaica ceased to record it as a 
cause of death. In 1951, however, there was an out- 
break in the parish of St. James (with a population of 
about 75,000), in which 151 people were affected and 
32 died. This revived alarm about the condition, and 
the Jamaican government voted a substantial sum of 
money for the investigation of the illness by the 
island’s medical department, in collaboration with the 
University College of the West Indies, the work to be 
organised by Dr. Cicety Wituiams.* It was soon 
apparent that most isolated cases of vomiting sickness 
had been wrongly diagnosed. Then 4 out of 5 children 
of a family who had apparently been well and active 
were seen at the new University College Hospital : 
they had had the characteristic abrupt onset of weak- 
ness and drowsiness with vomiting, and 2 were dead 
within a day. Sruarr et al.5 found extreme hypo- 
glycemia (blood-sugar levels as low as 22 mg. per 
100 ml. were recorded) in each of these 4 children, and 
in 5 othtrs who had the same typical illness. This 
observation established the condition as a true clinical 
entity and laid the foundation for its logical treatment 
by prompt and large doses of glucose. Biopsy and 
necropsy *7 showed fatty changes in the liver with 
almost complete absence of glycogen; and glycogen 

yas replaced after successful glucose therapy. Since 
the disease was thought to be due to an unknown 
ingested toxin which produced temporary enzyme 
block, probably inhibiting gluconeogenesis, the name 
“ acute toxic hypoglycemia ” was proposed. 








1. Scott, H. H. Ann. trop. Med. Parasit, 1916, 10, 1. 

2. Evans, K. L., Arnold, L. E. Trans. R. Soc. trop. Med. Hyg. 
1938, 32, 355. 

3. Barnett, W. L. Reports of Government Chemist, Jamaica, 
1943 and 1948. 

4. Williams, C. D. Med. Wom, Fed. J. April, 1954. 

5 J. trop. Pediat. 1955, 


° ne K. L., Jelliffe, D. B., Hill, K. R. 
6 


, 69. 
6. Patrick, S. J., Jelliffe, D. B., Stuart, K. L. bid, p. 88. 
7. Hill, K. R., Bras, G., Clearkin, K. P. W. Indian med. J. 1955, 
4, 91. 
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The ackee was studied again by HassaLu and 
REYLE,*® and they isolated from extracts of its seeds 
two new polypeptides, hypoglycin A and B, which 
could produce fatal hypoglycemia in laboratory 
animals. This discovery not only was of importance 
to the possible réle of the ackee in vomiting sickness, 
but suggested a new search for other plants of equal 
pharmacological interest. AspREY and THORNTON ® 
made a valuable survey of medicinal plants of Jamaica, 
and their lists made it possible for the first time to 
identify accurately the scores of different local plants 
used regularly in bush teas by the Jamaican peasants. 
Hvucu-Jones !° clinically tested the efficacy of some 
of these bush teas that were claimed to cure diabetes, 
but none was found to have a direct hypoglycemic 
action like the extract of ackee seeds. This ackee 
extract was not tested in man, partly because adequate 
quantities were not then available for clinical trial, 


8. Hassall, C. H., Reyle, K. Biochem. J. 1955, 60, 334. 

9%. Asprey, G. F., Thornton, P. W. Indian med. J. 1953, 2, 233; 
Ibid, 1954, 3, 17; Ibid, 1955, 5, 69. 

10. Hugh-Jones, P. Lancet, 1955, ii, 891. 
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but particularly because further animal work was 
judged to be necessary before the extract could be 
said to be safe for use in man. The study of these 
hypoglycins may be as important to the fuller under- 
standing of carbohydrate metabolism and diabetes 
mellitus as the investigation of the hypoglycemic 
action of certain sulphonamides by JANBON and his 
associates," to which we referred in a recent leading 
article.! 

Meanwhile the exact cause of vomiting sickness is 
still a mystery. The circumstantial evidence against 
the ackee is high. But ackees are a nutritious, cheap, 
and attractive food eaten with impunity by tens of 
thousands. Rather than vainly attempt to ban the 
ackee, we must determine under what conditions hypo- 
glycins appear in the arillus, whether preliminary star- 
vation is necessary for the development of toxic hypo- 
glycemia, and whether other Jamaican plants ever 
contain these dangerous, but fascinating, substances. 





11. Janbon, M., Chaptal, J., Vedel, A., Schaap, J. D. Montpellier 
méd. 1942, 21-22, 441. 
12. Lancet, Jan. 28, 1956, p. 193. 
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WOUNDS WITHOUT DRESSINGS 

Wuite the major risks of surgery have steadily 
diminished over the past fifty years, many of its minor 
inconveniences have remained as irksome to the patient 
as ever. Surgeons who have been subjected to sur- 
gery themselves must have been struck by the many 
trivial but painful procedures that follow the main 
performance in the operating-theatre. Unlamented the 
bedpan is on its way out; and early ambulation seems 
to be on its way in. Palumbo et al.! have lately ques- 
tioned once more the need for another uncomfortable 
feature of the postoperative routine—namely, the dressing 
of wounds. 

Earlier supporters of the ‘‘ no-dressing ’’ school were 
Berkeley and Bonney? and several workers in 
America® 4; but many surgeons remained unconvinced. 
Palumbo et al. have now treated 222 clean surgical 
wounds, in half of which the dressings were left in place 
for several days, while in the other half they were removed 
after 6-24 hours. The wounds included a wide variety 
of thoracotomy, laparotomy, and hernia incisions, and 
the investigators believe that complications were slightly 
less common in the group exposed to the air from the 
first day. 

It is perhaps a testimony to the profession’s frequently 
unquestioning conservatism that there will be few to 
whom this will come as a surprise. We have all learnt 
that cleanly incised wounds are sealed off by fibrin 
within a few hours of surgical closure, and that granula- 
tion tissue bridges the gap with astounding rapidity. 
We have come to appreciate in the exposure treatment 
of burns that coolness, dryness, and light are bacterio- 
static agents not to be despised, even in an era of anti- 
biotics. We know, or should at least suspect, that most 
wound infections are due not to stray staphylococci but 
to inadequate hxemostasis. Thus, persistence with the 
ritual of prolonged wound-dressing may spring more 


from deference to tradition than from scientific reasoning.’ 


Palumbo and his collaborators feel that ‘‘ in these days 
of . . . shortages in trained professional personnel, 
increasing living and hospital costs, and need for econo- 
mies, it is necessary to develop and place in operation 
1. Palumbo, L. T., Monnig, P. J., Wilkinson, D. E. J. Amer. med. 
Ass. 1956, 160, 533. 


2. Berkeley, C., Bonney, V. Textbook of Gynecological Surgery, 


New York, 1943. 
3. Heifetz, C. T.., 
1953, 67, 661. 
4. Kleitsch, W. P., Reiser, H. G. 


Richards, F. O., Lawrence, M. 8S. Arch. Surg. 


Amer. J. Surg. 1954, 88, 603. 


any method ... that will be beneficial tp the patient, to 
the hospital, and to the trained personnel. ...’’ Obviously 
much nursing time and effort can be saved. More impor- 
tant, however, the patient can be spared changes of 
dressing—an unpleasant business even in the gentlest 
hands. In the past such minor ordeals may have seemed 
trivial compared with the paralysing struggle under the 
anesthetic mask or the nauseating discomfort of the 
immediate postoperative period. Today, when even 
major operations leave but few unpleasant memories, they 
linger on in the mind—especially in the minds of children. 

The no-dressing method does, however, raise at least 
one problem which is mentioned and dismissed by 
Palumbo: ‘‘ There was no apparent opposition by the 
patients, relatives or visitors to seeing the incisions 
without dressings. In fact, most patients were eager to 
watch their wounds during the healing process.’’ This 
may be more true in America, where the layman is 
encouraged to take a much more active interest in his 
body’s welfare than in this country. 

The method also invites comparison with the plastic 
‘Nobecutane,” an acrylic resin which, when dis- 
solved in a mixture of acetic esters,> can be sprayed on 
wounds and forms over them a strong, thin, elastic, and 
transparent covering. It can stay on until stitches are 
removed, and, being freely permeable to air and water 
(though not to bacteria), shares with the no-dressing 
technique the merit of allowing frequent inspection, a 
daily bath before the removal of stitches, and greater 
freedom for the patient to move about. Over the no- 
dressing technique nobecutane has the advantage of 
making even an initial gauze-and-wool dressing unneces- 
sary, of actually helping to hold the skin edges together, 
and (most important) of being applicable to a wide 
variety of outpatient and casualty procedures. Rob and 
Eastcott,® who have used it to their satisfaction, do, how- 
ever, mention some minor disadvantages. The material 
is inflammable in the liquid form (though not after it has 
dried on the skin); the removal of stitches may be 
slightly painful because their ends catch on the plastic ; 
its application is somewhat uncomfortable on an unan- 
esthetised raw surface; and, owing to the vasodilator 
properties of the solvent, it causes considerable oozing 
of blood. As for this last disadvantage, Ellerker ? feels 
that, though the accurate hemostasis and skin apposition 
necessary to overcome it may be time-consuming to the 
surgeon, it is time well spent in the patient’s interest. 

5. Hogeman, K. E., Olow, B. Nord. Med. 1953, 10, 362. 

6. Rob, C. G., Eastcott, H. H. G. Brit. med. J. 1954, ii, 17. 

7. Ellerker, A. G. Lancet, 1955, i, 200. 
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CARDIAC MANIFESTATIONS OF POLIOMYELITIS 

CARDIOVASCULAR collapse is a serious complication of 
bulbar poliomyelitis. Hildes et al.1 point out that it 
usually develops within forty-eight hours of the onset of 
bulbar paralysis. High pyrexia and tachycardia are 
common. Most patients have a normal blood-pressure 
until shock begins, when the pressure may fall precipi- 
tously or over a period of some hours. On the other 
hand, there may be transient hypertension before the 
stage of shock. Pulmonary cedema is usually a notable 
feature, the onset of which commonly precedes death by 
a few hours. Hypertension is not confined to acute 
collapse ; Weinstein and Shelokov? noted prolonged 
elevation of the blood-pressure in 7% of all their patients, 
most of whom had bulbospinal involvement. 

Electrocardiographic changes have been recorded in 
poliomyelitis in from 13 to 77% of patients. Fox et al.* 
described changes in 32% of 189 cases ; they believe that 
E.C.G. abnormalities are as likely to appear in patients 
with spinal lesions only as in those with bulbar involve- 
ment. They found st depression and/or T-wave changes 
in 90% of patients with £.c.c. abnormalities—a figure 
comparable with that of most observers. Changes in 
conduction, whether supraventricular or ventricular, 
were unusual. 

It was not realised until 1942 that the heart could be 
directly affected by poliomyelitis; Saphir and Wile 4 
then demonstrated lesions in the myocardium in 6 out of 
7 fatal cases. They found extensive perivascular foci of 
lymphocytes and polymorphs throughout the myo- 
cardium and in the subendocardial tissue. Monocytes 
were sometimes present and there was multiplication 
of adventitial cells. Occasionally inflammatory cells 
invaded the interstitial tissue diffusely, although degen- 
erative changes in the muscle-fibres were always mild. 
These features have since been confirmed by others, and 
it is now generally recognised that myocarditis does 
develop in some epidemics of poliomyelitis. Weinstein 
and Shelokov? believe that the milder form of myo- 
carditis is due to hypoxia, while the more severe kind may 
be the result of actual invasion of the heart by the virus ; 
but there is little evidence to support such a distinction. 

The significance of myocarditis as a cause of clinical 
signs or of death is hard to assess. Hildes et al.! report 
the necropsy findings in 20 cases of cardiovascular col- 
lapse, in all of which there were medullary lesions varying 
from mild damage to diffuse involvement with focal 
destruction. Although Baker and his colleagues ® 
believed that destruction of the anteromedial reticular 
substance of the medulla was responsible for the onset of 
circulatory failure, Hildes et al. found that the vasomotor 
centre was often involved in patients dying of causes 
other than poliomyelitis. The invariable presence of 
medullary damage and the occasional finding of transient 
hypertension in both fatal and non-fatal cases led them to 
suggest that severe vasoconstriction, arising as a result 
of the medullary lesion, leads to cardiovascular failure 
and pulmonary edema. Since myocarditis was present 
in only 14 of their 20 patients, they do not think it is 
likely to be the basis of the condition, although its 
presence would undoubtedly aggravate it. The nfyo- 
carditis is unaccompanied by suggestive clinical signs, it 
gives rise to no characteristic £.c.G. abnormalities, and 
only a few cases with E.c.G. changes are subsequently 
shown to have cardiac lesions. 

Our knowledge of these features of poliomyelitis and 
the assessment of their significance is far from complete. 
Hypertension and cardiovascular collapse are probably 
due to involvement of the vasomotor centre; and 
1. Hildes, J. A A., Sc schaberg, A., Aleock, A. J. W. 
. Weinstein, L., Shelokoy, A. New Engl. J. Med. 1951, ane 281. 


. Fox, M. or Sennett, . ae, J. ¥F. Lancet, 1953, 323. 
. Saphir, O., Wile, S. A. mer. J. med. Sci. 1942, 203, 781. 
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myocarditis is probably incidental and not a basic factor 
in the clinical picture. The £.c.c. changes are non- 
specific and of the same type as those found in other 
diseases with systemic overtones: they do not indicate 
the presence of myocarditis. 


ATHEROSCLEROSIS IN THE LOWER LIMB 

THE occluding mass in the lumen of an atherosclerotic 
artery is part atheroma, part thrombosis, and the throm- 
bosis may develop in several layers until obstruction is 
finally complete. It has been known for some time that 
the common site for the initial block in the arteries of the 
leg is Hunter’s canal, particularly at its lower end near 
the opening in adductor magnus. Why this should be so 
is not certain although Lindbom! suggests that it is 
intimal hemorrhage which precipitates the eventual 
thrombosis and that this is more likely at places where 
the artery is tethered and immobile so that angulation or 
traction strains from joint and muscle movement can 
‘*fracture’’ the intima. From the area of primary 
occlusion a secondary thrombosis spreads proximally, 
and its extent is determined by the calibre of the branches 
leaving the artery: thus the profunda femoris becomes 
of great importance and its muscle branches often 
provide the main collateral supply. It usually remains 
patent and remarkably free from disease. Less often the 
popliteal artery is the site of initial thrombosis, which 
may spread in either direction to the femoral or tibial 
arteries. 

‘The degree of ischeemia caused by occlusion of a large 
artery depends on the volume and pressure of the 
collateral flow. When this is efficient, as in many lesions 
involving only a short segment, the patient may have 
very few symptoms and the flow through the main 
artery beyond the block is almost normal. Often, how- 
ever, the blood-supply to the feet is inadequate and the 
clinical picture of acute ischemia results. There are 
several possible causes: general atherosclerosis may 
make the collateral vessels stiff and unyielding so that 
they can no longer enlarge ; big collateral arteries—for 
example, the profunda femoris or the geniculate anasto- 
moses—may be involved in the clot; or the smaller 
vessels distal to the main occlusion may be blocked, thus 
adding a second and disastrous barrier to the peripheral 
flow. 

Arteriography has few complications and it has 
enabled surgeons to follow the anatomical variations of 
atherosclerosis with considerable accuracy. Much of this 
important information has been reviewed by Mavor,? 
who found the femoral artery to be the site of occlusion 
in 104 of his 142 patients with atherosclerosis and calf 
claudication. This precise knowledge of the spread of the 
disease has more than an academic interest since the 
success of surgery largely depends on the site and extent 
of the thrombosis. In many of Mavor’s patients direct 
surgery was contra-indicated either by the extent of the 
arterial lesion or because of the patient’s general health. 
There is little point in eliminating claudication in a man 
who has angina after walking 100 yards. Mavor claims, 
however, that local palliative surgery would have been 
justified in 59% of his patients. There are many direct 
and indirect procedures available which will increase 
peripheral blood-flow. When the small distal vessels 
below the knee are grossly involved a lumbar sympathec- 
tomy improves the skin circulation and nutrition but will 
not improve exercise tolerance. Occlusions in the super- 
ficial femoral artery are probably best treated by the 
by-pass operation * which is designed to leave the already 
established collateral circulation unimpaired. Throm- 
bosed large-bore arteries, such as the aorta or iliacs, are 
best resected and the arterial pathway reconstituted with 
a synthetic or a homologous artery graft. The choice of 

ee: Lindbom, A. Acta radiol., Stockh. ieee suppl. 80, 1. 


1 
2. Mavor, G. E. Brit. J. Surg. 1956, 43 
3. See Lancet, Jan. 14, 1956, p. 93 
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operation in any individual depends mainly on his general 
condition and the type of arterial lesion ; and the lesion 
is best analysed by arteriography, which has now become 
essential before any major surgical step is contemplated. 


PNEUMOCONIOSIS 

In a new Medical Research Council report! Dr. J. C. 
Gilson and Dr. P. Hugh-Jones, of the council’s Pneumo- 
coniosis Research Unit in South Wales, describe the 
investigation they began in 1949 into the variations in 
lung function during particular stages of coalworkers’ 
pneumoconiosis. They are especially concerned with the 
cause of the disproportionate breathlessness associated 
with the condition, and the relation between the severity 
of the breathlessness and the appearances of the chest 
radiograph. As we noted in a recent leading article,? 
Browne and his colleagues have lately cast doubt on the 
value of radiography in the assessment of pneumoconiosis ; 
and these findings suggest that the existing compensation 
machinery for miners’ pneumoconiosis should be 
reconsidered. 

From a review of work done in various countries 
Gilson and Hugh-Jones show that although much has 
been learned about lung-function tests neither the cause of 
the breathlessness nor the relation of its severity to the 
radiographic appearances has been properly established. 
The report is concerned with the effects of prolonged 
inhalation of coal-dust alone, which can cause a disabling 
form of pneumoconiosis different from silicosis. The dis- 
ease consists of two distinct pathological processes which 
may be distinguished radiographically : ‘‘ simple pneumo- 
coniosis ’’ due to the retention of coal-dust, and pro- 
gressing only if dust exposure continues ; and ‘‘ compli- 
sated pneumoconiosis,’ characterised by a superimposed 
infection with progressive massive fibrosis, and advancing 
independently of any further dust exposure. 

Gilson and Hugh-Jones studied 40 normal non-miners 
and 118 miners between the ages of 23 and 60. All the 
miners had had at least ten years at the coal-face ; and 
they were grouped into four different radiological stages 
of coalworkers’ pneumoconiosis. There was also a control 
group of normal working miners. All the subjects were 
divided into age-classes so that the effects of age and 
X-ray category could be separated. The experiment was 
designed to determine the nature of the disturbance of 
lung function in pneumoconiosis, and to decide which 
combination of tests provided the best measure of dis- 
ability. The tests used were chosen for simplicity, 
repeatability, discrimination (between normal and 
diseased states), and validity ; and they included, besides 
clinical and electrocardiographic examinations, standard- 
exercise ventilation and blood-oxygen saturation, the 
total lung capacity and its subdivisions, diaphragm 
movement, maximum voluntary ventilation, and intra- 
pulmonary gas-mixing and transpulmonary gas-transfer 
by a new technique of recording the uptake of helium 
and carbon monoxide simultaneously. 

The exercise test was standardised for differences in 
weight, and age was taken into account; the exercise 
ventilation, taken as a percentage of the maximum volun- 
tary ventilation (the ‘‘ dyspneic index’), was the best 
index of breathlessness and compared well with indepen- 
dent clinical assessment. The results show that breath- 
lessness on exertion in coalworkers’ pneumoconiosis is 
mainly caused by a reduction in the ventilatory capacity 
of the lungs. The increasing air requirement associated 
with exercise accounts for only a small proportion of 
exertional dyspnoea ; it is the lung reserve which becomes 
severely limited with increasing radiological abnormality. 
Gilson and Hugh-Jones conclude that ‘‘ in coalworkers’ 
pneumoconiosis the excessive feeling of breathlessness on 
exertion results primarily from a diminution of the 


1. Gilson, J. C.. Hugh-Jones, P. Spec. Rep. Ser. med. Res. Coun., 
Lond, ne. 290. Lung Function in Coalworkers’ Pneumoconiosis. 
H.M. Stationery Office. Pp. 266. 21s. 

2. Lancet, March 17, 1956, p. 326. 
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maximum ventilatory capacity of the lungs, and only to 
a relatively small extent from increase in the ventilation 
required for exercise.”’ 

But, especially in advanced disease, there is some 
increase in air requirement: evidence of right-heart 
strain shows that the pulmonary circulation is disturbed 
and, combined with ventilatory inequality between differ- 
ent parts of the lungs, as shown by helium-mixing tests, 
this suggests that the gas-transfer deficit responsible for 
the increased ventilation is the result of changes in 
ventilation-perfusion ratios. The inequality of ventilation 
in the lungs increases with the degree of pneumoconiosis ; 
the presence of massive shadows does not further increase 
the inequality until the latest stage of complicated 
pneumoconiosis, when it becomes much worse—although 
even then not as severe as in advanced non-industrial 
emphysema. A moderate degree of undersaturation of 
the blood with oxygen may often be found in complicated 
pneumoconiosis, but it is rarely severe ; it is related to 
the inequality of ventilation, and in the latest stage to 
failure of the circulation also, with disturbed ventilation- 
perfusion ratios. Men in this stage have considerable 
functional emphysema, as measured objectively by a 
combination of several tests. Those with simple pneumo- 
coniosis have more evidence of emphysema than miners 
without the disease, but this functional change is severe 
only in the complicated form. 

As for the relation between the radiographic appear- 
ances and breathlessness, in simple pneumoconiosis it is 
age rather than the extent of the disease which is impor- 
tant in predicting the degree of disability. In general, 
there is some breathlessness in simple pneumoconiosis, 
but this form of the disease causes only slightly more 
breathlessness than that which develops in normal men 
as they grow older. In complicated pneumoconiosis, on 
the other hand, breathlessness is nearly always severe ; 
it inereases with radiological abnormality; and it is 
augmented by increasing age. 

Gilson and Hugh-Jones discuss the importance of the 
prevention of disability by periodic medical examination 
of miners. In this respect it is significant that simple 
pneumoconiosis progresses only whilst exposure to dust 
continues, the extent of the disease being determined by 
the total dose of dust ; and massive fibrosis arises only 
in the presence of considerable simple pneumoconiosis 
and then progresses in the absence of further dust 
inhalation. Therefore, if dust suppression is adequate, 
and simple pneumoconiosis does not progress too far, 
little disability is caused ; hence the necessity for periodic 
examination and removal from exposure to dust of those 
men who show signs of the disease. 

The report contains detailed accounts of the physio- 
logical function tests, together with theoretical treat- 
ments of gas distribution and exchange in simple models 
and examinations of the basis of the methods used. There 
is also a discussion of open and closed spirometry tech- 
niques, and much else that is primarily of interest to the 
physiologist. A factor analysis of the results shows to 
what extent supposedly different tests of lung function 
overlap. The results of the various tests are finally 
represented most ingeniously on a _ three-dimensional 
model so that partial correlations between tests may be 
readily seen, and those tests which measure practically 
the same thing are easily picked out. On the usefulness 
of tests, Gilson and Hugh-Jones declare: ‘‘ If an effort 
is made to find a combination of tests with minimum 
overlap, each one does not necessarily measure disability, 
since they may not be limiting factors. It would appear 
that the best combination is likely to be some measure of 
maximum ventilatory capacity, possibly associated with 
tests to determine factors such as air-flow resistance and 
lung viseance which limit the function, together with a 
test of both non-absorbed and absorbed gas-uptake.”’ 

They are to be congratulated on the valuable contribu- 
tion they have made to the study of pneumoconiosis. 
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Public Health 
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THE early history of endemic malaria in this country 
can be traced in the writings of kings, dictators, essayists, 
doctors, and poets. The Venerable Bede, in his Ecclesi- 
astical History written in Latin and boldly translated 
into Anglo-Saxon by King Alfred, draws attention to a 
prevalent, long-continued fever, which he calls ‘‘ lencten 
adl’’ (‘spring ill’’). The habit of the parasites to lie 
dormant during the winter and become active in the 
spring was therefore familiar to the early Anglo-Saxons. 
This high spring incidence was, of course, characteristic 
of benign tertian malaria, the parasite undergoing the 
pre-erythrocytice cycle in the liver of the affected person 
during the latent period. That the cause was not a large 
number of fresh infections in the spring can be shown by 
comparing the monthly figures for malaria in man with 
the density of infected anopheles. The latter reaches a 
peak in the late autumn, many months after the incidence 
of malaria passes its maximum James (1929). 

It is very difficult to estimate the extent of malaria 
during early times, because the term ‘“‘ ague ’’ was applied 
indiscriminately to many fevers. Historians warn us 
against assuming that the hot agues, the new agues, and 
the epidemic agues of the 17th century necessarily refer 
to malaria (Creighton 1894). The Oxford English 
Dictionary pays little heed to this warning, and without 
reservation interprets Chaucer’s ague as malaria. 
Shakespeare uses the word ague both medically and 
metaphorically, and occasionally mistakenly. When 
Macbeth says of the force encamped before his castle 
‘* here let them lie till famine and ague eat them up ’’— 
he undoubtedly referred to that scourge of armies, typhus 
or spotted ague, and not malaria. Similarly the ague 
which paralysed Cromwell’s army in Ireland was no doubt 
typhus. However, the essayist Butler, in Stuart times, 
is correct in his reference to malaria. When the lady 
in Hudibras rejects the advances of the Puritan knight, 
telling him that love is fickle, first hot but soon turning 








* Read at the annual meeting and conference of the Associa- 
tion of Sea and Air Port Health Authorities of the British 
Isles, June 9, 1955. 
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cold, she says: ‘* Tis but an Ague that’s reverst, Whose 
hot fit takes the patient first.” Butler could use this 
metaphor in full confidence that its point would be 
appreciated by his readers, so familiar was everyone 
with the successive stages of an attack of malaria in 
those days. Today a footnote would be necessary to 
explain its significance to the ordinary English reader. 

When Sir Walter Raleigh lay in the Tower of London 
awaiting execution, relapses of malaria troubled him 
sorely, and just before the grim procession set out for the 
place of execution he prayed fervently that he might not 
be seized with an ague fit on the scaffold, lest his enemies 
should say that he had met his death shivering with fear. 
By a strange twist of fate, King James I, who was 
responsible for Raleigh’s execution, died in a fit of ague. 
Sydenham, well known for the accuracy of his observa- 
tions, described malaria, or intermittent fever as he 
ealled it, in epidemic form between 1661 and 1664. 

This epidemic was probably precipitated by the extra- 
ordinarily hot summer weather of 1661, which lasted through 
the autumn and winter into the new year, and to which Samuel 
Pepys refers in his Diary. 

During the 18th century the Lambeth and Westminster 
marshes were riotoriously associated with malaria, but 
not all the malaria which developed in London was con- 
tracted there. Malaria had long been accepted almost as 
an occupational disease among the nomadic hop-pickers 
of Kent, many of whom returned to London at the end 
of the season. Malaria was described by Daniel Defoe, 
when he referred to the London gentry who went shooting 
in the Essex marshes and often returned with an Essex 
ague on their backs, which they found a heavier load than 
the fowls they had shot. The first person known to have 
used the word malaria, meaning ‘“‘ bad air,’’ was Horace 
Walpole. While staying in Rome in 1840, he wrote to 
Thomas Grey in London describing the local disease as 
**a horrid thing called the mal’aria, which comes to 
Rome every summer, and kills one.”’ 

The last of the extensive epidemics in this country 
occurred between 1857 and 1859, coinciding with two 
very hot summers. That malaria was common in West- 
minster may be gathered from the records of patients 
treated in St. Thomas’s Hospital between 1850 and 
1860. These show that 1 in 20 patients had malaria. 
In Gravesend Hospital at that time, 30% of the patients 
were diagnoSed as having malarial fever. The Registrar 
of Strood wrote in 1857: ‘an unusually hot summer 
has operated still more to make the marshes and adjacent 
districts intensely unhealthy. Many deaths have been 


registered from intermittent fever, directly or indirectly ”’ 
(McArthur 1951). 


Incidence and Distribution in 

















England 

The first accurate assessment of 
the incidence and distribution of 
malaria in England became avail- 
able in Whitley’s report as medical 
officer of the Privy Council in 1863. 
Whitley’s list of places where 
malaria was known to be endemic 
corresponds closely to that for the 
ten years ended 1926 (James 1929 
and figs. 1 and 2). In other words, 
the areas which were potentially 
malarious had changed little in 
seventy years, and, in terms of 
mosquito bionomics, only in those 
parts of England could the trans- 
mitting anopheles thrive. The 
Thames estuary, and particularly 
the north coast of Kent, have 
probably been the most important 
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Fig. |—Distributi of indig 
about 1860. 


Fig. 2—Distribution of indigenous malaria, 
1917-26. 


focus of endemic malaria for the 
past century. There was a cynical 
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TABLE I—AGUE: COUNTY OF ESSEX, 1871-90 
(REGISTRAR-GENERAL 1918) 


Total 


Deaths Males Females 
Number | 
1871-80 ate _ 38 24 | 62 
1881-90 a “e 17 11 28 
Rate per million : | 
1871-80 - 15:3 | 9-7 
1881-90 52 | 33 CO 
' 


saying in those parts that no young husband down 
on the marshes need despair if he fell too quickly out 
of love with his bride. Provided she had come from 
some other part of the county, she was almost certain 
to die within the twelvemonth. 

The immunity of the indigenous male to one strain of the 
benign tertian parasite, the likely basis of this saying, was 
first demonstrated by the late Colonel S. P. James in 1924. 
He also showed that this resistance broke down when the 
individual was inoculated with another species or strain. 


There was a remarkable drop in the incidence of 
malaria during the last quarter of the 19th century, 
before the transmission cycle of malaria was understood, 
and therefore before any scientific attempts at malaria 
control could be made. In Essex the number of deaths 
and death-rate from ague was more than halved between 
1870 and 1890 (see table 1) (Registrar-General 1918). 

Her Majesty’s Inspector of the School Board in 1874 
described the Isle of Grain district in Kent as low- 
lying, aguish, and unhealthy, where no-one would live 
if they could help it, and as many as 75% of the popu- 
lation of that area had attacks of ague in 1876 (Burnett 
1906). The changing of the garrison at Tilbury fort 
every six months because of malaria was discontinued, 
about 1880, and Burnett said that by 1895 ‘‘ the enemy 
{malaria} is subdued, for his victims are few, and there 
is not a more healthy place round the English coast, 
though what has induced the change it is not easy to 
determine.’’ The answer is probably found in the history 
of a man called Henry Pye who became a farmer and 
took up residence on the Hoo peninsula in 1845 (Arnold 
1947). 

When he arrived, Hoo peninsula was a backward, poverty- 
stricken corner of an otherwise rich farming county. Arnold 
describes Pye as “tough, enterprising, self-opinionated, 
stubborn, progressive, outspoken, kindhearted, with a zest 
for work and sport.’’ He owned one farm, but seems to have 
acted as manager for several. He was a pioneer of mechanisa- 
tion, owning and operating steam ploughs and steam thrashing 
tackle. He drained the land he farmed, and cleaned the 
ditches and river outlets on the marsh. He was known to 
keep a stock of quinine for his workers and their families. 
When Pye died in 1909, malaria was rare in the Hoo com- 
munity. 

These social-economic advances, which Henry Pye 
symbolised, were undoubtedly the main cause of the 
decline in malaria at that time (James 1929). 
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Fig. 3—No. of cases of malaria landed in the Port of London, compared 
with the tonnage of foreign arrivals. 
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The causal parasite and the mode of transmission of malaria 
were first discovered at the very end of the 19th century. 
Patrick Manson first demonstrated the life-cycle of the Filaria 
bancrofti in the Culex fatigans mosquito in 1879, and this 
almost coincided with the microscopic recognition of the true 
parasite of malaria by Laveran, a French army surgeon 
stationed in Algiers. In 1897 Ross, working under the 
inspiration and guidance of Manson, demonstrated the odcysts 
on the stomach wall of Anopheles stephensi, and described the 
transmission cycle of malaria. 


Many years passed, and the 1914-18 war intervened 
before the results of these studies could be applied in 
effective mosquito control measures. 


World War I 

There was an increase in the volume of shipping from 
tropical Africa because of the war, and many members of 
the crews of ships arriving at the Port of London from 
Dakar during the late summer of 1917 were found to be 
infected with the malignant tertian parasite. The medical 


TABLE II—-CASES OF IMPORTED MALARIA NOTIFIED 











Year No | No. 
1919 | 15,955 0 
1920 4168 515 
1921 | 1644 | 1054 
1922 | 1356 | 406 
1923 853 6 | 391 
1924 1033 | 246 
1925 | 823 263 
1926 675 177 
1927 | 308 

559 


officer of health for the Port of London requested the 
local Government Board to take appropriate action in 
connection with the Port of Dakar, and he told all 
steamship companies how malaria can be controlled by 
quinine prophylactically and therapeutically (Willoughby 
1918). In his annual report for 1919 there appear for 
the first time details of shipping arriving in London 
from malarial ports, together with local Government 
Board instructions that all passengers and crew who 
might be incubating malaria should remain under the 
observation of the medical officer of health at their 
destination. Despite these precautions, the number of 
cases of malaria seen at the Port of London increased, 
and Dr. Willoughby said in his report for 1923: ‘‘ the 
opening out of trade with the West coast of Africa has 
resulted in malignant tertian malaria in epidemic form 
on ships.’”’ Fig. 3 shows that the number of cases of 
malaria landed in the Port of London has gradually 
fallen since 1924 except for a slight peak in 1939-40 ; 
this decline was most noticeable after 1946, during a 
period of dramatic increase in the shipping tonnage 
arriving in the port. The task Dr. Willoughby started in 
1917—the eradication of malaria as an occupational 
disease among ships’ crews—has almost been achieved. 

The repatriation of Servicemen during the latter part 
of World War I was associated with an increase of 
imported malaria in the country as a whole (Ministry of 
Health 1919-53, and table 11), but only in the Thames 
estuary did this have a significant effect on the incidence 
of indigenous malaria. Large numbers of persistently 
relapsing cases were sent home following the severe 
epidemic of malaria among the troops in Salonika during 
the summer of 1916, and special camps were erected for 
them in various parts of the country. One camp was 
situated in the Isle of Sheppey, and many of the men 
stationed there used to work at Grain Fort (fig. 4). At 
that time there was an Air Force experimental station 
near Grain village, and many men stationed there, mixed 
with the returned soldiers. Many of the infected troops 
had relapses while in the camps, and as the anopheles 
density in this area was high it was not surprising that 
by the summer of 1917 cases of malaria occurred among 
the civilian population, as well as among men in nearby 
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camps who had not served overseas. By the 
end of 1918 50% of the local population of 
Grain had contracted malaria, and in many 
of the old wooden houses, particularly near 
the sea, it was common in a family with 5 
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or 6 children to have 3 or 4 cases of malaria. Marsh dndiaatenen 
A feature of this epidemic, which confirmed  / ° GRAN perain Fort 
the local and domestic habits of the insect cooLING HOO PENINSULA 


vector, was that in towns where outbreaks 
occurred patients were often found to be 
neighbours. Many of the infections among 
children were not diagnosed for many days 
or even weeks, and this was one of the most 
important contributory factors in the large 
number of cases in Kent in 1917 and 1918. 
Of the 481 confirmed indigenous cases during 
this period, 82% occurred in Kent (Shute 
1949 and table 111). f 

Malaria became compulsorily notifiable under 
the Public Health, Pneumonia, Malaria, and 
Dysentery regulations which were introduced 


rs “ a», F 
in 1919 and amended in 1926. CHATHAM 
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The Parasite and the Mosquito 

Between the first and second world wars 
great advances were made in our knowledge 
of the transmitting anopheline mosquitoes in this country 
and of the causal parasites, and I will briefly review that 
knowledge against the background of the Thames. 

The characteristics of each of the 4 species of parasite 
show why all the indigenous malaria in this country is 
due to Plasmodium vivax. 

The tropical strains of Plasmodium falciparum are not 
capable of being transmitted by the English anopheles, and, 
although the European strain can be transmitted under 
artificial conditions, the temperature requirements for their 

TABLE III—CASES OF INDIGENOUS MALARIA NOTIFIED 








County 
Kent 

Essex 
Surrey .. 
Suffolk 
Hampshire 
Sussex .. 





development in the mosquito are rarely fulfilled in this country. 
Infections due to Plasmodium ovale are comparatively rare, 
and when they occur they are always self-limiting and seldom 
relapse. Although relapses are most persistent in quartan 
infection caused by Plasmodium malaria, there are few gameto- 
cytes in the blood and transmission is infrequent, except when 
mosquito density is extremely high. Lastly, and most 
important, relapses occur in 50% 


Fig. 4—Map of the Hoo peninsula. 


be only one important mosquito in transmission—i.e., 
maculipennis atroparvus. ’ 

The adult females (which are the only blood-feeders) pass 
the greater part of their lives indoors, either in human or 
animal houses. Once fertilised, the female mosquito remains 
so for the rest of her life and can begin the next spring’s 
generation of mosquitoes quite independently of the male 
(Shute 1945). The female requires a blood-meal to allow her 
ovaries to mature (which takes two to six days) and she 
prefers animal to human blood. When her ovaries mature, 
she leaves the house and lays her eggs in water—preferably 
brackish water. The coastal marshes of the Thames estuary, 
with their scatter of farms and dwellings are ideal breeding- 
grounds for the anopheles, and the age-old practice in rural 
Kent and Essex of keeping one or more pigs in dark, warm, 
poorly ventilated buildings provided ample food and shelter. 
The mosquitoes’ preference for animal blood was appreciated 
by the owners of small-holdings, who often used to arrange 
their pig-sties in circles round their houses. If there are no 
animal houses to provide the necessary food and shelter, the 
mosquito will seek them elsewhere, and a bedroom offers a 
suitable alternative, especially if overcrowded. These feeding 
habits probably explain the increased incidence of malaria 
among small children in the Kent epidemic of 1917-19. 
The female mosquito tends to remain indoors in the late 
summer, when she has become sexually liberated and has 
no need to lay eggs; it is then that the danger of several 
human infections in one house is maximal. It is impossible 





of cases of benign tertian malaria 
caused by Plasmodium vivax (Shute 
1945), and the parasite develops 
in the mosquito at temperatures as 
jow as 60°F. It would appear therefore 
that only in benign tertian malaria 
is there a parasite with all the qualities 
necessary to surive in England. 

It is possible that in olden days 
several species of mosquito trans- 
mitted malaria ; A. plumbeus 
breeds largely in holes in tree- 
trunks or large branches, and 
may have been a vector when 
large parts of Kent and Essex 
were covered with forest. There 
were 2 cases in 1953 of indigenous 
benign tertian malaria in Lambeth 
which were thought to have been 
transmitted by this species of 
mosquito (Shute 1954). However, 




















in recent years, since the mode of 
transmission of malaria has been 


Fig. 5—Areas with 
known, there would appear to 


conditions favouring 
transmission of malaria. 1941 48. 





Fig. 6—Distribution of indigenous malaria, 
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to estimate the degree of protection from malarial infection 
which the presence of domestic animals has given to the 
human community. 


World War II 

The application during World War II of this knowledge 
of the A. maculipennis atroparvus enabled precautions 
to be taken to avoid a repetition of the 1917-19 epidemic. 
A map was prepared by the Ministry of Health showing 
the areas where malaria was most likely to be contracted 
and where the disease was most likely to spread (fig. 5). 
This map contained three areas, and the percentage 
of cases of indigenous malaria from each area after the 
1914-18 war was: area A, 69; area B, 23; area C, 5; 
and outside these areas, 3. From these figures it was 
deduced that, should a malaria problem arise, it would 
most probably be in area A, and to a lesser extent in 
area B. Copies of this map were sent in 1942 to the 
directors of hygiene of each of the three fighting Services, 
and the request was made that, as far as possible, 
potentially relapsing cases of malaria should not- be 
congregated in areas A or B. 

Prompt action was taken over every notified indigenous 
case of malaria during and since World War II: the patient’s 
house was visited and a mosquito survey made. Patients 
were usually treated with mepacrine, and the rooms and 
staircase of the house were sprayed with dicophane (D.D.T.), 
as were any animal houses which were found to be harbouring 
large numbers of adult mosquitoes. 


These precautions were particularly vigorous in Kent 
or Essex, and the striking absence of a major outbreak 
of malaria after the late war seems to have justified the 
measures taken (table mr and fig. 6). 


Recent Industrial Developments 

The construction of the Kent Oil Refinery was started 
in 1950 at Grain, on the very site of the last malaria 
epidemic in this country. The peak construction force 
of 8000 was the largest ever assembled in this country 
on any one site, and 2000 of this force were accommo- 
dated in a labour camp adjacent to the site. A certain 
proportion of this force were ex-Servicemen or coloured 
immigrants who had recently been in parts of the world 
where malaria is endemic, and who might therefore 
exhibit a relapse parasitemia. This produced a nightly 
concentration of man-power, contrary to the Ministry’s 
war-time recommendations. 

A meeting of representatives of the Ministry of Health and 
local authorities was held in the summer of 1952 on the Isle 
of Grain to examine the potential risk of an outbreak of 
malaria which this concentration of men might have created. 
Mr. P. G. Shute (representing the Ministry) demonstrated a 
large number of A. maculipennis atroparvus in the camp 
sleeping quarters, and the meeting recommended that 
immediate steps should be taken to eliminate the high con- 
centration of mosquitoes in the area of the camp. These steps 
were taken, and although we took blood slides from all persons 
on the site who reported sick with a fever of unknown origin, 
to my knowledge no malarial parasitemia was ever found. 


Floods considerably damaged the sea wall around 
Grain in 1953, and reconstruction work resulted in many 
burrow-pits and other small collections of brackish water 
being left inside the wall. Larve of A. maculipennis 
atroparvus were still being found in gravel pits near 
Grain village early in the summer of that year, and 
some anxiety was felt because these potential mosquito 
breeding-grounds were close to the jetties at which 
many tankers from the Middle East arrived. Frequent 
complaints by refinery personnel of being bitten at night 
warned us that mosquitoes were about in no small 
numbers. 


This uncertain presence of a malarial hazard made me 
request a second meeting in September, 1954, attended by 
representatives of local authorities, Service medical repre- 
sentatives, and other specialists, including Prof. G. Macdonald 
of the London School of Hygiene and Tropical Medicine. 
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The following recommendation received unanimous approval : 
“The meeting, after having considered the history of the 
incidence of anopheline and culicine mosquito infestation 
locally, and elsewhere in the United Kingdom, is satisfied 
that there still exists a heavy incidence of mosquitoes in the 
Isle of Grain. This infestation, in addition to creating a serious 
nuisance, makes possible the transmission of malaria in 
changed circumstances now existing. The meeting, therefore, 
strongly recommends that adequate measures should be 
undertaken to control the breeding of mosquitoes in the 
Isle of Grain, and is satisfied that this could be achieved 
at a reasonable cost.” And while we attempt to implement 
these recommendations, we are a little relieved by the fact 
that no case of indigenous malaria has been reported. 


Conclusion 


Perhaps the ghost of malaria in the Thames area has 
been finally laid. Malaria has fought a losing battle, 
first with the social and economic advances of the late 
19th century, and later with scientific attacks against its 
lines of communication. It is unlikely that imported 
malaria will ever again succeed in reproducing the 1917 
epidemic, and all that remains is the nuisance of mosquito 
bites. 


I wish to thank Mr. R. J. Marsh and Mr. E. N. Moore, the 
librarians of Rochester and Gravesend, for their assistance, 
and also Mr. P. G. Shute, assistant director of the Malaria 
Reference Laboratory, Epsom, for his technical advice. I 
would like to acknowledge the ready assistance given me by 
many medical officers of health and general practitioners in 
Kent and Essex. I also thank Dr. J. Greenwood Wilson, 
medical officer of health for the Port of London, and Dr. 
8S. D. McClean, chief medical officer of the British Petroleum 
Company Ltd., for reading this paper, and Mr. C. 8. 
Cleverly, general manager of Kent Oil Refinery Ltd., for 
permitting me to publish it. 
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Statistics for England and Wales 


Provisional death-rates from cancer, tuberculosis, and 
maternal mortality in England and Wales in 1955 have 
been announced by the Registrar-General.* 


Cancer.—The death-rate for all forms of cancer was 2252 
per million population for men, and 1873 for women; the 
1954 figures were 2223 and 1861. The rate for cancer of the 
lung and bronchus increased in men from 657 per million in 
1954 to 693 in 1955, and in women from 102 per million in® 
1954 to 106 in 1955. Of the deaths from cancer in males, 
31% were certified as due to cancer of the lung and bronchus ; 
of the deaths from cancer in women only 6% were so certified, 

Tuberculosis.—The provisional death-rate from respiratory 
tuberculosis in 1955 was 131 per million—a decrease of 18% 
compared with the previous year. The death-rate from other 
forms of tuberculosis was 15 per million, compared with 
19 in 1954. 

Maternal causes.—The provisional rate for maternal mort- 
ality (including abortion) was 0-64 per 1000 live and still births 
—the lowest ever recorded. 


The Registrar-General estimates,? on certain stated 
assumptions, that the total population of England and 
Wales will increase from 44,623,000 as at mid-1955 to 
45,580,000 in 1965, 46,364,000 in 1975, and 46,690,000 
in 1985, declining to 46,328,000 in 1995. 


1. Registrar- Geneeat 's weekly return no. 13, 1956. H.M. Stationery 
Office. Pp. 20. 1s. 3d. 

2. Registrar-General’s return for the quarterended Dec. 31, 1955. 
H.M., Stationery Office. Pp. 23. 1s. 6d. 
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Medical Education 


REVISION OF THE CURRICULUM 
Proposals of the Royal College of Physicians 

OVERLOADING of the curriculum is a confession of 
educational failure. But so long as medical schools try 
to provide a comprehensive training in all branches of 
medicine, their curricula will be increasingly overloaded. 
The Royal College of Physicians believes that the essential 
first step towards reform is to encourage teaching 
authorities to study their problem afresh, with liberty to 
experiment ; and it therefore proposes ! that the detailed 
Recommendations issued from time to time by the General 
Medical Council should be discontinued, and replaced by 
a general statement on educational objectives. The 
college’s views on these objectives will be found in the 
following extracts from a further memorandum, signed 
by Sir Russell Brain, which it has now sent to the 
council. 


The Aim: a Basic Professional Education 


To give, before registration, a full training for any 
branch of medicine has become impossible, and to try 
to do so has become harmful. Instead of a comprehensive 
vocational training the aim in future should be to give 
the student a basic professional education of high 
standard: he should acquire a soundly rooted stock of 
knowledge on which any branch can be grafted later. 
It is true that a great many facts must be assimilated by 
anyone who is going to do any kind of medical work ; 
but, both for the future general practitioner and for the 
future specialist, factual knowledge is in the long run 
less important than the ability to learn and go on 
learning. 

On qualification the student will be neither a general 
practitioner nor a specialist, but should be fit to practise 
under supervision. His training in science should have 
given him a scientific outlook, and his training in clinical 
techniques should have given him skill in collecting 
information. His methods of thought should enable him 
to approach any clinical problem rationally, but he 
should already possess knowledge and experience of the 
commoner diseases and disorders of function, especially 
in their early stages, and of the management of emer- 
gencies. He should appreciate the doctor’s responsibilities 
to his patient and to the community, and he should be a 
person of sympathy and understanding. 


Premedical Education 


Whether a medical curriculum produces graduates 
with these qualities depends partly on the education the 
students have received before entering upon their medical 
studies. The General Medical Council in 1947 described 
the desideratum here as ‘‘a broad general education 
including the principles of Physical and Biological 
science,’’ and it would now be reasonable to ask each 
teaching authority to consider whether or not this kind of 
education is in fact promoted by the conditions on which 
students are accepted for medical training. 


Insistence on the attainment of a high standard (the 
** advanced ”’ level of the General Certificate of Education) 
in three or even four scientific subjects may have the advan- 
tage of eliminating candidates who cannot be expected to 
cope with the scientific side of medical education, and it 
therefore has some value as a means of selecting students who 
will later qualify. But it has countervailing disadvantages : 
first, that the candidate, being induced to amass temporarily 
a great body of facts, may be led thus early into unsound 
habits of learning ; and secondly that, for most of the future 
members of the medical profession, a genuinely general 
educatien is made to stop at the age of 16 or earlier. Probably 


1. See Lancet, 1955, ii, 132. 


MEDICAL EDUCATION 


[aprin 14, 1956 437 


few teaching authorities believe that the study of science 
from this early age, to the exclusion of other school subjects, 
is the proper basis for medical education ; yet the effect of 
their regulations is to ensure that the large majority of 
entrants come to their medical schools with this already 
specialised education. From 16 these boys and girls have 
been taught little or nothing but science, and often they have 
been taught it less for its own sake than as a subject of 
examination. 

In selecting future medical students all teaching authorities, 
presumably, attach importance to achievements outside 
science ; yet by their own restrictive conditions—for which 
the General Medical Council are not to blame—they may 
deprive themselves of liberty to choose candidates whose 
general attainments they would recognise as outstanding. 


A teaching authority, though it may ask for General 
Certificate of Education passes at “* ordinary ’’ level in 
English, a foreign language, mathematics, chemistry, 
physics, and zoology (or biology), ought not to insist on 
passes at ‘‘ advanced ”’ level in more than three subjects, 
one of which should be non-scientific. Concentration of 
effort on two scientific subjects, rather than three or 
four, should leave a boy free for sixth-form work in other 
disciplines which can help to make him a more cultivated 
person and eventually a better doctor. 


Preclinical Studies 


At the age of 18—but no earlier—the student who has 
been adequately prepared may enter upon his preclinical 
studies, 


The purposes of these studies are to obtain further 
understanding of scientific method; to strengthen 
scientific habits of thought; and to learn, in outline, 
what is known about the structure and function of the 
normal body and mind. These purposes will be fulfilled 
chiefly through training in anatomy, physiology, bio- 
chemistry, and psychology ; but the overwhelming size 
and continuous expansion of each of these subjects makes 
it essential that the student’s courses in them should be 
explicitly designed and undertaken as parts of the basic 
education of a doctor—not as training for a future 
anatomist, physiologist, biochemist, or psychologist. 
Furthermore, as part of a continuous process of education, 
their selective presentation should be closely connected, 
in the minds of teacher and student alike, with the 
studies in diology, chemistry, and physics that have 
gone before, and with the clinical studies that lie 
ahead. 


Generally devoting two years to preclinical studies, 
some teaching authorities start in the later terms to turn 
the student’s attention from health to disease, with 
teaching in pharmacology and general pathology, and 
sometimes with clinical demonstrations. In some medical 
schools abroad there is, indeed, no formal preclinical 
period,-since the student does some work in the wards 
from the beginning of his course. Whatever the means 
adopted, the main object will be achieved if the student is 
led to look on his academic studies as a useful part of his 
education for medicine, and if he tries to learn thoroughly 
in order to equip himself for his later work, not super- 
ficially in order to pass the next examination. 


The proposal that the preclinical subjects should be taught 
“in outline”? does not imply that they are unimportant. 
Clearly their importance is fundamental, and every encourage- 
ment should be given to some students to study them more 
fully as subjects for an honours degree. But in actual fact 
the endeavour to teach them comprehensively to everybody 
has very often led the student to regard them as something to 
be committed to memory and then forgotten, and it has 
tended to obscure their fundamental relationship with clinical 
medicine. As this relationship cannot be fully appreciated 
without some knowledge of disease, medical schools will do well 
to arrange that the teaching of preclinical subjects (especially 
physiology) shall continue during the clinical period, when it 
will usually be given to best advantage by members of the 
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clinical staff of the teaching hospital in collaboration with 
preclinical teachers. 


The college also wishes to point out that the very 
necessary integration between preclinical and clinical 
studies cannot be achieved unless the character of the 
examinations which separate them is altered. 


Clinical Studies 


During this period a thorough training in clinical 
methods and clinical thought has to be combined with 
increasing acquisition of knowledge of disease and the 
care of the sick. The student must learn how to use 
clinical techniques ; he must learn how to interpret signs 
and symptoms of disease in terms of disordered structure 
and function; and he must gain a working knowledge 
not only of the causes and effects of disease but also of 
the requirements of physical and mental health. All 
the time, factual information has to be kept in balance 
with clinical facility. 

Such studies fall naturally into three stages: (1) a period 
devoted largely to methods of examination, both clinical and 
ancillary ; (2) a period in which clinical practice is associated 
with the more academic study of disease processes (clinical 
pathology, morbid anatomy, and environmental pathology) ; 
and (3) a period of practice with increasing responsibility but 
still under supervision. During this last stage much may be 
gained by arranging for the student to spend some months 
wholly or mainly in any department chosen by himself; for 
both his interest and his understanding will be stimulated by 
working in an atmosphere of progress and research. In 
addition, teaching authorities will no doubt wish their 
curricula to be sufficiently variable to allow students of unusual 
aptitude and ability to avail themselves of opportunities for 
special experience. 

Throughout the clinical period, the fundamental unity 
of medicine should be emphasised, and the barriers 
between departments must not be such as to prevent the 
student from moving from one to another—either in 
person or in thought. 

As to how the time of the clinical curriculum should be 
divided between different branches of medicine and _ its 
specialties, the college hopes that the General Medical Council 
will make no formal recommendation, since it is preferable 
that each school should work out the kind of curriculum best 
suited to its own character and capacities. In general, how- 
ever, it may be stated that, though clinical principles can be 
learnt in any clinical department if the teacher has skill in 
teaching them, the early training in method is ordinarily best 
given in departments of general medicine and general surgery, 
and then strengthened in selected special departments. 


Provisional-registration Year 


A year of responsible practice under supervision will 
normally complete the doctor’s basic education by fitting 
him to take full responsibility for the care of patients, 
even though at first he is unlikely to practise indepen- 
dently. Teaching authorities will note, however, that 
this year following qualification provides them with an 
opportunity to assess every student’s clinical ability 
more satisfactorily than has hitherto been possible. Like 
the learner-driver of a motor vehicle, the student is called 
upon to display his trustworthiness ; and, if he fails to 
do so, a further period of work under supervision ought 
to be prescribed. Senior members of the medical pro- 
fession accepting responsibility for this final stage of 
basic medical education should recognise its importance 
both to the young doctor and to the public, and should not 
regard their final certificate as a formality to be fulfilled 
even if their pupil’s performance has been below the 
standard they expect. 


Length of Curriculum 


The scope and possibilities of medicine have so much 
enlarged that its efficient practice is in many respects 
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becoming harder. The period at present assigned to the 
preclinical and clinical studies preceding qualification is a 
minimum of five years; and this minimum cannot be 
reduced until the council are satisfied, by observation, 
that a basic medical education need not last so long. A 
comprehensive vocational training would clearly have to 
last much longer. 

Because of the importance of preserving the student’s 
freshness of mind during this protracted period, care 
must be taken to give him sufficient holidays. 


Reconsideration of Curricula 


The difficulty of judging the relative merits of different 
educational methods makes it desirable to permit, and 
even promote, experiments in medical education. By 
their diversity (which the General Medical Council have 
always striven to maintain), and also by their stability, 
medical schools in this country are well fitted to explore 
fresh possibilities for the teaching of the future doctor. 
In refraining from detailed recommendations, the council 
would give much-needed encouragement to teaching 
authorities to reconsider their curricula as a whole, in 
the knowledge that, within wide limits, variation will be 
permissible. Equal freedom to differ on method could 
perhaps be accorded to separate medical schools governed 
by a single teaching authority. s 

A curriculum must be largely an expression of the 
particular features and facilities of each medical school, 
and in the final analysis its success will depend not on 
regulations but on the teachers’ attitude of mind and 
the facilities at their disposal. The subjects will often 
matter less than the circumstances in which they are 
taught. 

In each school there must be enough teachers able to give 
the time required for the realisation of their concept of 
teaching, and it is the responsibility of the school to build a 
teaching team capable of carrying into effect its particular 
scheme of education. In such arrangements it should be 
borne in mind that full use of the valuable clinical teachers 
who work both in teaching hospitals and in regional hospitals 
is impossible unless they are enabled to spend some sessions 
at the teaching hospital additional to those arranged for the 
care of the patients in their charge. 


Specialisation and the advent of the National Health 
Service have substantially altered the clinical facilities 
offered to students by the teaching hospitals. Already 
different patterns of teaching hospital have emerged ; 
and, though the relative merits of these patterns cannot 
yet be evaluated, a duty rests on each board of governors 
to see that the clinical facilities for its students are as 
good as it can make them. 

To this end some teaching hospitals and universities may 
feel it necessary to request alterations in the arrangement 
of the hospital service, and in such cases the council should be 
willing to offer advice and, where appropriate, support. 
Students in their clinical period could profit by experience of 
medical practice outside hospital, under conditions within 
the immediate control of their medical school,* and the 
creation of facilities of this kind—e.g., university health 
centres—exemplifies not only the need for medical schools to 
break new ground but also the problems they will face in so 
doing. The college hopes that in the solution of such problems 
the council will wish to help. 

Just as the imposition of a single curriculum would 
stifle the initiative of the medical schools, so uniformity 
of the curriculum in any one medical school can stifle 
the initiative and ignore the particular requirements of 
particular students. To subject all students to a common 
course in which knowledge is acquired passively, from 
instruction, is a partial confession of failure. Instead, 
* A brief period as observer in a general practice may also be 

useful in showing the student what sort of work general practi- 
tioners do. But, in the college’s view, such observation is 


supplementary to basic medical education and not an essential 
part of it. 
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given time and opportunity, the teacher will study the 
varying needs of individual students so that each may be 
aided, guided, and inspired to learn for himself. 


The Council’s Responsibility 


The duty of the General Medical Council to ensure that, 
on registration, practitioners possess ‘‘ the requisite 
knowledge and skill for the efficient practice of their 
profession ’’ has hitherto been discharged (1) by recom- 
mendations as to the conditions on which teaching 
authorities should grant registrable qualifications, and 
(2) by inspection of the qualifying examinations of the 
licensing bodies. Discontinuance of the issue of detailed 
recommendations (as proposed by the college) is now 
possible because the General Medical Council’s power of 
inspection has been extended by the Medical Act, 1950, 
to the medical schools in which the candidates for 
registration are taught. Believing the quality of these 
schools to be of primary importance, the council may 
decide to make use of this power of inspecting them, and 
will thus be in a position to make recommendations 
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specifically to individual schools rather than generally 
to all. 

Examinations are potential instruments of education, 
though they should not control its course; and they 
therefore form an integral part of a curriculum. The 
college suggests that, to encourage teaching authorities 
to review their curricula fully, the council should issue 
no general instructions on the content or timing of any 
examinations ; for such instructions would limit the 
scope of the review and might prevent the development 
of a method of progressive assessment which could be an 
alternative to the present examination system. Since a 
curriculum and its examinations need to be considered 
together, the council’s inspection of a medical school’s 
examinations should henceforward be part of their 
inspection of the medical school itself. 

In inviting teaching authorities to reconsider their 
curricula, and licensing bodies to reconsider their examina- 
tions, the council might ask each such authority or body 
to submit, within two years, a statement on its policy 
and on how this policy is to be realised. 





Special Articles 


TOOTHBRUSH HYGIENE IN HOSPITAL 


FRANK Brook 
F.D.S., H.D.D. 
ASSISTANT DENTAL SURGEON, LEEDS GENERAL INFIRMARY ; 
CHAIRMAN OF LEEDS (GROUP B) HOSPITAL MANAGEMENT 
COMMITTEE 


ORAL hygiene is difficult to maintain in patients with 
severe mental disease. In the training of nurses stress is 
laid on the importance of a clean mouth, but in over- 
crowded and understaffed wards there is a wide gulf 
between theory and practice. 

In many hospitals the nurse hands out the tooth- 
brushes immediately before their use, and collects them 
afterwards. For each brush to be inspected and placed 
in its individual container, ready for the same patient to 
use next time, takes more time than can normally be 
given. 

In some hospitals the brushes are tagged with the 
names of the patients, but are then placed in an antiseptic 
solution in a single container; the bristles of different 
brushes often come into contact with one another, and 
some antiseptics injure the attachment of the bristles 
to the head of the brush. 


THE ANTISEPTIC 


Viefhaus } in 1932 reported that toothbrushes can be 
sterilised quickly and efficiently with a 1 in 200 solution 
of ‘ Carvasept,’ which is, I am informed,? a preparation 
of monochlorisothymol. Viefhaus said that after dipping 
the brush in the solution enough antiseptic remained on 
the bristles to make them spore-free in ten minutes. 
There were no deleterious effects on the brushes, even 
when they were immersed in the solution for three weeks, 
and the bristles remained hard and elastic. Furthermore, 
the odour and flavour of monochlorisothymol were in 
no way unpleasant, and were, in fact, more pleasant than 
certain mouthwashes. 

Preparation.— Monochlorisothymol*? is insoluble in 
water, but a stable 10% emulsion may be prepared 
from the following materials * : 


1. Viefhaus, K. Arch. Hyg., Berl. 1932, 107, 155. 


2. By Mr. R. Cobb, of the medical department of Messrs. Boots 
Pure Drug Co. 

3. Obtainable from Messrs. Howards, of Ilford. 

4. This method was devised by Mr. J. G. Dare, of the pharmacology 

department, University of Leeds. 


Monochlorisothymol .. 100 ml. Oleic acid B.P. = q.8. 
Castor oil B.P. ; 50 g. Alcohol 95% B.P... 250 mil. 
Potassium hydroxide Water sufficient to 

BP... is oe 0-5 g. produce .. me 1000 ml. 


Dissolve the potassium hydroxide in 10 ml. of distilled 
water and mix this with a solution of the castor oil in 50 ml. 
of the alcohol. Allow to stand for one hour, or until a small 
portion remains clear when diluted with 19 times its volume 
of water. 

Stir in the oleic acid until a few drops of the solution give 
a bluish-green colour with bromothymol blue (B.P.). Dissolve 
the monochlorisothymol in the remainder of the alcohol and 
mix it with the above solution. Carefully add sufficient water 
to 1000 ml. and mix well. 


To obtain the 1 in 200 dilution required for sterilising 
toothbrushes, add a litre of water to 50 ml. of this 10% 
emulsion. 

Investigations.—Bristles from 6 used toothbrushes 
gave an average bacterial count of 1200 million organisms 
per bristle. After soaking in a 1 in 200 solution of mono- 
chlorisothymol for various periods the brushes were 
washed in sterile saline and the bristles were cultured. 
Organisms were present on brushes soaked for five, 
fifteen, and thirty minutes, but not on those soaked for 
one hour or longer.® 

Experiments on mice suggest that monochlorisothymol] 
is not toxic in concentrations likely to be used for 
sterilising toothbrushes. 

The conclusion reached was that used toothbrushes 
should be soaked in a | int 200 solution of monochloriso- 
thymol for two hours, and washed in water before they 
are used again. 


THE STERILISING CABINET AND ITS USE 

This is not a new idea. 

Bartlett © described toothbrush cabinets varying in size 
from those holding 100 brushes to those holding 20. No brush 
came into contact with its neighbour, and the brushes were 
renewed monthly, or oftener, as circumstances demanded. 
Each cabinet was equipped with a metal container holding a 
fresh solution of 10% formalin, which was inaccessible to the 
patients. 


The toothbrush cabinet which is in use at Meanwood 
Park Hospital, Leeds (see figure), is made of stainless 
steel, the inside measurements being 15 x 12 x 7!/, in.” 
The lid is perforated so that the brushes may dry, and is 
divided into two equal parts by a vertical partition. The 





5. Investigations by Profy C. L. Oakley, of the bacteriology depart- 
ment, University of Leeds. 

6. Bartlett, D. S. Med. Bull. Veterans Adm., Wash. 1931, 7, 961. 

7. The cabinet is obtainable from Messrs. Chas F. Thackray, Leeds, 
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cabinet can be locked. Both halves of the tank can be 
drained and are connected to inlet water-pipes. To 
prevent contamination of the inlet water-pipes, these are 
not connected directly with the water mains. The inlet 
pipe on the half of the tank oceupied by the sterilising 
solution allows this half to be well rinsed when the 
solution is changed ; there is sometimes a slight deposit 
at the end of two or three days. The taps for the inlet 
and drainage pipes are operated by a removable key, 
which is in the possession of the charge nurse. 

The brushes are collected from the patients and placed 
in a stainless-steel rack similar to a test-tube stand, which 
has two horizontal plates perforated with 60 holes. The 
rack and brushes are then thoroughly rinsed with tap 
water to remove debris and placed in the half of the tank 
containing the | in 200 solution of monochlorisothymol 
for two hours, after which they are placed in the half 





Cabinet, with lid open, and brush-rack in washing and draining half. 


of the tank containing tap water. After one hour, the 
water is drained off and the brushes left to dry until 
required, ° 

The solution of monochlorisothymol has been found to 
be effective in the cabinet for three days, after which 
time there was slight contamination. Because the 
substance is comparatively cheap, a fresh supply of 
solution is issued on Mondays, Thursdays, and Saturdays. 


CONCLUSION 

It is highly desirable that oral hygiene should be 
observed in all hospitals, and this method of sterilising 
and storing toothbrushes is simple, clean, and effective, 
as well as being economical in cost and labour. 

I wish to thank Dr. A. H. Wilson, medical superintendent of 
Meanwood Park Hospital, for his help in the preparation of 
this article. 
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In England Now 


A Running Commentary by Peripatetic Correspondents 
In Renaissance Italy physicians and artists shared the 
shelter of the same guild ; and the great medical teachers 
studied anatomy alongside the Leonardos of the day. 
The past centuries—economic evolution, if you wish— 
have dissolved this intimate and happy association. The 
doctor has drifted from art to the sterner shores of science, 
and the artist has abandoned the study of Nature and 
succumbed to his own surrealistic vision. Yet even now 
octors turn to art for release from what Osler called 
‘‘the malign influence of the routine.’’ The members of 
the Medical Art Society * do not form a “ school,” but 
they do share one quality—the holiday spirit. They are 
happy (sometimes happy-go-lucky), warm, spontaneous, 
often exuberant. They are escapists; though their escape 
may be not years in Tahiti but a fortnight in Provence, 
or an hour at a window looking down on Regent’s Park. 

Even R. A. Beaver’s beautifully quiet Queen Anne Street is a 
Sunday townscape. H. Elliott Blake’s Las Aldea de Miel is 
inspired, like all good landscapes, by familiarity, not by 
strangeness ; the houses, the chalky soil, the gray, windy sky, 
have the intimacy of experience that made Corot and Con- 
stable so evocative. W. G. Scott-Brown’s cool, delicate tones 
are closer to the late French impressionists; but it is his 
own power to create air and light, not the anuffled footsteps 
in the sand of Degas and Berthe Morisot, that makes his On 
the Beach one of the most memorable pictures of the exhibition. 
P. Tuttnauer’s The Beach is a brave effort at pointillisme— 
which miraculously succeeds; it is not as monumental as 
Seurat but quite as sparkling. B. U. Coffey’s Crucifixion is 
Blake-ian in vision (but he should expurgate Salvador Dali) ; 
and R. T. Payne’s three pictures are lone representatives of 
the truly contemporary school. Phoenix is his best. 

Water-colours have many attractions for the amateur— 
they are clean, orderly (as those things go), cheap, and, it 
seems, so absurdly simple. No wonder that many a beginner 
who recklessly takes the plunge, gets swirled about in a pool 
of transparent washes, tints, and shadings; and emerges 
spluttering—or reaching for oils with which he can start, 
stop, scrape, and cover over at his heart’s and eye's delight. 
But happy are those who survive, and remain restfully afioat 
in the medium; and twice happy those who, like B. N. 
Brooke, learn to command it. His House of Usher is water- 
colour at its most romantic and its most brilliant: the chal- 
lenge of Poe gallantly met. But in a quieter vein there are 
many admirable water-colours here. G. H. Rose uses the 
damp rawness of the paper to make his Miller’s Lane haunt- 
ingly bleak ; in a lucky moment T. Holmes Sellors catches the 
breaking clouds of a summer storm, and Mary Wiles the 
fading radiance and silvery grace of what can only be Bruges. 
Henry Wilson’s Harvest Time near Ely, K. Shirley Smith's 
A Corner in the Meadow, Constance Appleton’s Ullapool, and 
Sir Philip Manson-Bahr’s A Sussex Lane are a random selection 
of others which pleased. Liverpool and the North are well 
represented by a handful of pictures: T. N. A. Jeffcoate’s 
luminous Spring and C. Wells’s Treaddur Bay are most 
attractive. 

The portraits are few but excellent. Josephine Roth’s 
drawings are character studies of rare distinction: and 
W. G. Sears’s Heather is expressive. Of the sculptures G. 
Konstam’s Boy with a Parrot is delightful and technically 
accomplished. J. Rostowski’s squinting terracotta boy has 
infinite charm, but his Split Personality and Obsession suggest 
that schizophrenics are no more suited to sculpture than 
unknown political prisoners. 


This is not to say that medical subjects are unsuited to 
art—do not our nurses outshine the dancers of the Paris 
Opera? But for the moment Art remains on the peri- 
phery; a whim in the holiday mood, while Science 
jealously guards the gates. 

= . 7 

The paraplegic in our ward needed a new self-propelling 
chair and, to set the wheels in motion, the official request 
form was properly signed, countersigned, sealed, and sent 
off with the blessings of even the hospital secretary. In 
the good old days, when a spade was a spade, a chair was 
also a chair, but such simple considerations are no longer 


1. Their exhibition is at Walker’s Galleries, 118, New Bond Street, 
London, W.1, till April 21. 
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what they were. We now have big chairs and little chairs ; 
we have chairs with larger wheels in front and those 
with smaller wheels behind ; some are made of wicker, 
some of wood, and some of iron; some take up more 
room than a bedstead, while others can be folded up and 
carried about. There are a hundred-and-one other 
refinements—straight backs with round seats, round 
backs with square seats, and square seats with round 
holes. The matter is clearly one for a specialist, and in 
due course we had word that the Ministry’s Senior 
Wheelchair Consultant was on his way. 

Hasty arrangements were made so that everything 
would be ready on his arrival. The patient’s bi-weekly 
bath was antedated, fresh flowers appeared on the bed- 
side locker, and the house-physician brought the notes 
up to date. At last he arrived, armed to the teeth 
with official-looking documents. Irrelevant items, such 
as obstetric history and the width of the neighbours’ 
front garden gate were painstakingly recorded, and then 
he asked to see the patient. To our amazement, he 
confined himself to a detailed dental examination and, 
carefully noting that 70% of the upper and 100% of the 
lower teeth were false, he packed his instruments and left. 

Not only are we sorely perplexed—we are exceedingly 
worried. All this happened six months ago and the patient 
has since had the left upper canine extracted. Will the 
wheelchair, when it comes, still fit ? 

~ * 7 

The Pharmaceutical Pocket Book stands between the 
tinctures and the syrups. I don’t know why. One of 
my dispensers put it there years ago; and there it stays. 
Not untouched; and not quite unread. I glance at it 
sometimes when the summer evening surgery is slack 
and I can smoke a pipe among the bottles. Its dictionary 
of synonyms is always rewarding, with Abernethy’s Pill 
leading like a string of racehorses Basham’s Mixture, 
Black Juice, and Blue Butter. The ‘“ C’s ” bring Chinese 
Blistering Beetle, Clap Mixture, Crab’s Eyes, and Cube 
Root, followed by Fiddle Gum, Guinea Grains, Essence 
of Smoke, and Everlasting Pills, Poke Root, Polishing 
Crocus, Surfeit Water, and Tincture of Steel. Asafoetida 
answers surprisingly to both Food of the Gods and 
Devil’s Dung. Aloes is a favourite; for Lady Hesketh 
and Lady Webster have pills of aloes and mastic, 
Chapman’s and Gregory’s Dinner Pills combine it with 
ipecacuanha and rhubarb, Marshall Hall’s Pills present 
it with liquorice, hardsoap, and treacle, and its compound 
decoction—or Apozem—is also known as the Balsam of 
Life. But some might prefer the milder Lenitive Electuary 
—or confection of senna. Atramentum Nigrum (black 
ink) and Uve Passe Minores (currants) might not get 
past on an E.c.10; but there could be no objection to 
the King of Denmark’s Chest Mixture of extract of 
liquorice, fennel water, and anisated liquid ammonia. 
But Red Bottle is my favourite, with its suggestion of 
simple tricolour dispensing. However, not all the long 
list is so satisfying. To read, for instance, that Cabotz 
means kousso and Carrageen chondrus is merely exasp- 
erating. The book is still between the tinctures and the 
syrups; and I often wonder when I catch sight of it 
what chondrus is and whether you drink kousso or rub 
it in the scalp. “i . ‘ 


The child mind has an upside down, non-adult, non- 
victorian attitude to life. If this was more universally 
recognised the rewrite of existing plots for children’s books 
and plays would perhaps supply work to psychiatric 
senior registrars in their spare time. I took my children 
last week to see Beauty and the Beast done by a good 
company. In the car on the way home 4 post-mortem 
was carried out as to whom each child liked best. The 
matter was clinched by Elizabeth, age 9. ‘‘ 1 preferred,” 
she said, using her present favourite word, ‘‘ the Prince 
when he was a pooser.”’ I can see now that the actors 
should have been feline and the beast human. It’s all 


so obvious. ‘ = ‘ 
PRESCRIBERS’ NOTES : II 
Effective against . . . conditions caused by the administration of 
antibiotics. 


Thrushes are singing in my patients’ throats, 

I feed them daily crumbs of penicillin. 

Ah ! where would be those liquid, bubbling notes 
If I had had no e£.c.10 to fill in! 
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Letters to the Editor 





THE ROYAL COLLEGE OF PHYSICIANS 


Srr,—The leader entitled The Gold-headed Cane, in the 
British Medical Journal of April 7, received publicity in 
the lay press; and I am therefore asking you, as well as 
the Editor of the Journal, to publish this letter. 

The leader calls for comment for two reasons. It 
seriously misrepresents the work of the Royal College of 
Physicians, and it exemplifies a growing threat to freedom 
in medicine. It complains that the policy of the College 
is faltering, and shows ‘‘ confusion of purpose,’’ and that 
it seems ‘‘ to be a little doubtful about what its responses 
should be to the Welfare State and its centre-piece the 
National Health Service.’”” In fact the policy of the 
College has from the beginning been a firm and consistent 
one of codperating with the Government of the day, and 
taking a share in the decisions on all matters arising out 
of the Health Service, including remuneration, of which 
the leader, somewhat inconsistently, goes on to complain. 
Those, however, who have followed the policy of the 
British Medical Association and views of the British 
Medical Journal on the Health Service will be familiar 
with their vacillation, and if one wants examples of 
confusion of purpose one need look no further than the 
B.M.A., whose leaders recently had to eat their words on 
the heroin ban, and withdraw their evidence from the 
Royal Commission on Marriage and Divorce. 

The leader complains that the College Officers are out 
of touch with the Fellows and Members. It is true that 
the democratic practice of the College is not identical 
with that of the B.M.A., and that its tradition gives the 
President considerable freedom of action, safeguarded 
by requiring him and the other College Officers to be 
re-elected annually. But every Fellow has a right to 
attend Comitia, and no Fellow ought to complain that 
a subject has not been discussed there if he has himself 
failed to attend and raise it. The allusion to Members 
seems to be based on sheer ignorance, for Members’ 
meetings are held twice a year with the President in the 
chair, and Members are free to express their views on any 
subject arranged by their own committee, as well as 
electing two representatives to the Council. 

But the leader also misrepresents the College by 
implying that medical politics is its main interest. It 
entirely neglects to mention the large amount of work 
done by the College committees which have made sub- 
stantial contributions to undergraduate and postgraduate 
medical education, and expressed the views of the College 
on many clinical, scientific, and sociological topics. And 
the College is even now d«veloning plans for extending 
its building and expandiny these activities. 

I note in passing that i discussing the limitation of 
the tenure of office of Pres.dents of the College and of 
other institutions the leader does not mention that the 
Chairman of the Council of the B.M.A. has served in that 
office since 1949; but such limitation, as the B.M.A. 
will no doubt agree, is a matter for decision by the bodies 
concerned. 

But the main trend of the leader is the clear implication, 
which finds support elsewhere in the same issue of the 
Journal, that the B.M.A. should occupy a position of 
exclusive privilege and power in medicine. When the 
B.M.A. organises a conference on medical education, it is 
the duty of the Colleges to codperate, even though they 
may prefer to confine themselves to their own work in 
this field. When the B.M.A. is negotiating about medical 
remuneration, it is the duty of the Colleges to keep silent. 
When the B.M.A. rules that broadcasting and television 
appearances by doctors should be anonymous, personal 
opinions and particular circumstances are not to count. 

All these instances show that medicine is not free from 
the danger, already evident in the industrial field, of the 
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growing tyranny of the large organisation which claims 
the exclusive right to speak for a particular group or 
calling, and to control the actions of its members. It is 
therefore vital that the Royal Colleges and Corporations 
should remain free to express independent views, and to 
act or withhold action in any field of medicine including 
its relations with the State. 

But I know that many members of the B.M.A. fully 
recognise this, and realise that any attempt by the 
Association to dominate rather than collaborate would 
not only fail, but seriously injure the status of medicine 
in this country. Indeed the B.M.A. Council in its report 
states that it ‘“‘ is satisfied that the decision to establish 
the Joint Committee was a right and wise one. The 
committee has worked harmoniously and effectively.”’ 
For that very reason many will share my regret at this 
attack upon the Royal College of Physicians, which must 
make it more difficult to maintain that codéperation in 
the Joint Committee and between the Joint Committee 
and the General Medical Services Committee, which some 
of us have worked hard to achieve. 

The Royal College of Physicians, , 

W.1. Ww. 


ondon, 8. Russet, Brain. 


DEHYDRATION FROM TUBE-FEEDING 


Srr,—Prolonged tube-feeding requires a liquid diet 
of adequate calorie and protein content; some of the 
formule even provide what would appear to be an 
excess of protein (140 g. or more daily). The production 
of osmotically active substances from one such prepara- 
tion (‘ Complan ’) can be calculated as at least 1100 milli- 
osmols per day ; and the amount of water given with it, 
following the makers’ instructions, may be as little as 
1900 ml. It seemed to us that this might require an 
osmotic performance beyond the capacity of the kidneys 
of some patients. 


In order to define the necessary osmolarity, we have given 
complan as a 20% solution to two healthy subjects. Although 
neither subject became thirsty, and in neither did the plasma- 
sodium level rise, the urine osmolarity, calculated as 
2 (Na + K NH,) + urea, rose to 940 and 1120 milli- 
osmols per litre ; this level might not be attained in patients 
with impaired renal function. Moreover the blood-urea level 
rose in one subject from 33 to 63 mg. per 100 ml. in four days, 
and in the other from 28 to 61 mg. per 100 ml. in three days. 
Both subjects became constipated on the low-residue diet. 


We do not of course, believe that blood-urea levels 
of this order do any harm, but we record this finding 
to prevent such levels under similar circumstances being 
ascribed to renal insufficiency (the urea clearance in 
both subjects was normal). We would also question the 
need for so high a protein intake, and suggest that such 
régimes are potentially dehydrating. Water depletion 
on high-protein diets has been reported by Engel and 
Jaeger,! and we have ourselves seen a patient whose 
plasma-sodium level rose to 160 m.eq. per litre on this 
type of régime. 

We would question the need for régimes so high in 
protein content for tube-feeding, especially for comatose 
patients who cannot complain of thirst and so draw 
attention to their dehydration. As a practical measure, 
we would recommend giving smaller amounts of these 
feeds, making up the caloric deficit with glucose, and 
giving an ample allowance of water—suflicient to prevent 
thirst in the conscious patient. 

OLIVER WRONG 
D. A. K. Biack. 


Department of Medicine, 
University of Manchester. 


FRESH MILK OR TABLETS ? 

Srr,— You mention (Feb. 25) two difficulties in the 
supply of school milk—that of supplying remote schools 
with fresh milk, and the reluctance of milk suppliers to 
allow discount or to agree to competitive tenders. 


1. Engel, F. L., Amer. J. Med. 1954, 17, 196. 


Jaeger, C. 
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The opposition by the milk trade to competitive tendering 
and the formation of price rings are regrettable, particularly 
in towns where discount could be given withovt destroying 
the trader’s profit. The supply of milk to village schools is 
often less profitable tc the trader, who has to supply a smail 
number of one-third-pint bottles and transport them long 
distances by a certain time each morning. The problem is 
greatest if the local authority stands out for a pasteurised 
supply, which often means inducing a trader from a town to 
undertake a long country round. If traders tender for such 
schools at the normal retail price of milk, the authority may 
be receiving fair treatment ; indeed some traders have proved 
helpful in supplying remote schools at little profit because 
they recognise the importance of school milk to the community, 
and it would be unfortunate if they felt themselves to be 
included in the criticisms made by the Committee on Public 
Accounts, who appear, as is so often the case with bodies 
reviewing administrative arrangements, to be thinking mainly 
in terms of towns. 

It would be even more unfortunate if anything were 
done to make supplies of pasteurised milk to rural schools 
more difficult to obtain than they already are. I cannot 
believe that tablets, however alluring the fruit flavour, 
are an entirely satisfactory substitute. 

County Hall, 


Trowbridge, Wiltshire. C. D. L. Lycett. 


AFTER MENINGITIS, 


Sir,—In your annotation of March 24 you express 
concern at the tragic sequele of meningitis in children, 
and quote Desmit,' who, in the Hague, had a mortality 
of 7%, and a failure-rate (died or left with gross defects) 
of 22% in 114 cases. 

It must come as a surprise to learn that, in this country, the 
over-all mortality from meningococcal meningitis is 20%, 
rising to 25% in the 0-4 age-group.” In the first year of life 
alone 550 deaths were attributed to meningococcal meningitis 
in the years 1946-54. The fatality-rate during this time has 
remained persistently high. Judging from Desmit’s experience, 
it is not unreasonable to suggest that, with a mortality of 20%, 
more than half the cases of meningitis in this country either 
die or are left with gross defects. 


With the present number of powerful antibiotics, 
treatment should be satisfactory. Early and accurate 
diagnosis is essential. It is possible that antibiotics are 
a double-edged weapon. <A sequence of events not 
uncommon is for a practitioner to be called to see a child 
in the early stages of a meningococcal infection, when the 
symptoms typically suggest an infection of the upper 
respiratory tract. Oral penicillin is prescribed. Its 
absorption is irregular, and its passage through the blood- 
brain barrier in adequate amounts is doubtful. The 
infection is not killed, but smoulders on. By the time the 
child reaches hospital permanent cerebral damage may 
have occurred. The classical picture of meningitis may 
no longer be apparent, and further delay may occur 
before a diagnosis is made and adequate treatment given. 
It is customary for a lumbar puncture to be carried out 
only if there is a definite indication. It should be a golden 
rule for a lumbar puncture to be done on all urgent 
pediatric admissions, unless there is a definite indication 
against (i.e., if some other diagnosis is obvious). If this 
was done, unsuspected cases of meningitis would come to 
light, and delay be avoided. 

It is also essential that suspected cases of meningitis 
should be admitted only to units which have a twenty- 
four-hour pathological service, and where the cerebro- 
spinal fluid can be examined, the organism identified, 
and the appropriate treatment carried out without 
delay. Meningitis is just as much an emergency as acute 
appendicitis, and a pathological laboratory is as essential 
to the one as an operating-theatre to the other. No-one 
would consider admitting a patient with acute appendicitis 
to a hospital without a theatre, yet there must be many 


1. Desmit, E. M. Arch. Dis. Childh. 1955, 30, 415. 
2. Report of the Ministry of Health, 1954; part u, p. 48. 
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LETTERS TO 


cases of meningitis admitted to small isolation hospitals 
without adequate pathological facilities, and where 
treatment cannot help but be unsatisfactory. Indeed, 
some such hospitals do not even have a resident medical 
officer. 

Your plea for a carefully planned study of the treat- 
ment and outcome of purulent meningitis is timely. 
Such a trial should be carried out on a country-wide 
basis. 


Royal Infirmary, 


Huddersfield. W. P. SwEETNAM. 


B.C.G. 


Srr,—In your leading article (March 3) on the recent 
Medical Research Council B.c.@. trial you state that 
‘* Many of us will long regret that we did not press for 
such a trial sooner.”’ 


In this connection I would draw your attention to some 
events which occurred so long ago as 1943, when at a meeting 
of the Tuberculosis Association (now the British Tuberculosis 
Association) it was unanimously agreed, following upon a 
discussion on B.C.G. by international experts, that the Minister 
of Health be approached with a view to conducting a trial 
in this country. Nothing further could be done until the end 
of the war, but shortly after its close a ‘** Memorandum on 
B.C.G.” was prepared by Prof. W. H. Tytler for a joint 
committee of the Tuberculosis Association, the Joint Tuber- 
culosis Council, and the National Association for the Pre- 
vention of Tuberculosis, for the consideration of the then 
Minister of Health and the Secretary of State for Scotland. 
In 1947 the research committee of the B.T.A. was inaugurated 
and immediately set about drawing up a practical scheme for 
B.c.G. trials which was made available to the Ministry of 
Health. 


In the report of the B.c.G. trial, no mention is made of 
the B.T.A. and the part it has played over a long period 
of years in initiating such a trial. Much of the credit for 
this forward-looking outlook must go, therefore, to the 
old tuberculosis officers and sanatorium medical officers 
of the pre-National Health Service days and to the two 
other organisations associated with the memorandum. 

British Tuberculosis Association, 


59, Portland Place, 
London, W.1. 


W. E. SNELL 
President. 


THE BASE DEGREES BY WHICH WE RISE 

Str,—Peter Davey combines ignorance with facetious- 
ness in his letter to Barbara published last week. May 
I correct a few of the misrepresentations and add the 
opinions of a younger pathologist upon this vexed 
subject ? 

The p.c.P., but not the D.PATH., is awarded by the Uni- 
versity of London, to internal or external students who 
pass the examination. The internal candidates are students 
of the Postgraduate Medical School, and since trainee patho- 
logists in this country cannot afford to spend a further 
academic year undergoing full-time instruction, it is natural 
that most of them are Colonials. However, any pathologist 
who can show evidence of having spent at least one year 
studying all four branches of clinical pathology can become 
an external candidate. The statement that the examination 
is too easy for internal students and too hard for external 
students is a reflection upon the examiners and is not true. 

Peter Davey has not yet met anyone who has bothered to 
take the p.patH. If the old grey mare will bring him in this 
direction I will be pleased to meet him. I will tell him that 
this diploma is awarded by the Conjoint Board in England 
and that before sitting the examination the candidate must 
produce evidence of having studied and practised pathology 
for three years, two of them at a teaching centre. 

The possession of either of these diplomas indicates that 
the candidate has reached a certain practical standard in all 
four branches of clinical pathology. In academic depart- 


ments it is common for a pathologist to specialise in one 
subject without any background knowledge of general 
clinical pathology ; this is undesirable. 

My next point concerns the Edinburgh Membership ; there 
is no such thing as an M.R.C.P. (PATH.) of Edinburgh. All 
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candidates have to pass papers in general medicine and 
therapeutics and have to satisfy the examiners in clinical 
medicine. In addition a special subject is offered. These 
range from anesthetics to obstetrics; pathology (in the 
sense of morbid anatomy and histology), bacteriology, 
clinical chemistry, and hematology are four separate subjects. 
Any one of these, but not all, may be offered by a candidate 
who must, however, also pass the clinical examination. 

Neither this examination, nor the M.D., nor the PH.D., nor 
the writing of papers offers evidence of general knowledge 
and technical ability in clinical pathology. 

A new examination may be desirable, but in the mean- 
time the p.patH. should be considered further with a 
possible view to increasing its standard and value. 
One obvious defect is that the practical examination, 
held in Queen Square, is rather limited. It should be 
held over a three-day period in a hospital laboratory. 

Peter Davey lays stress on the writing of papers. 
I hope he expects a higher standard of accuracy in these 
than in his own jottings which occupy more than two 
pages of your valuable space. 


Cambridge. H. J. Woop .irr. 


*,* In discussing the possible creation of a Faculty 
of Pathologists by one or more of the Royal Colleges, 
Dr. Peter Davey said ‘‘ The R.C.P. won’t have us.” 
This should be regarded as a prophecy rather than a 
statement of fact; and for our part we hope it may 
prove to have been unduly pessimistic.—Ed. L. 


PROSPECTS FOR LABORATORY TECHNICIANS 


Sir,—Your annotation last week expresses clearly 
ideas which I have been trying to put forward. It 
seems that laboratory technicians would be well advised 
to hitch their waggon to the Scientific Civil Service 
and do away with the individual payments against 
establishment. 


Group Pathological Laboratory, 


Lakin Road, Warwick. A. P. Prior. 


VISITING IN MENTAL HOSPITALS 


Stmr,—Your leading article of March 24 favours 
unrestricted or very frequent visiting of patients in 
mental hospitals. I am very doubtful whether you are 
right. 

You say that there are no insurmountable reasons why 
all hospitals should not allow daily visits. But at present 
there is certainly a shortage of medical and nursing staff ; 
and attending to visitors takes a lot of time. Secondly, 
the mental patient, whether we like it or not, is differently 
afflicted from a general-hospital patient, and he and his 
family react differently to his illness. Though we may 
change the names of places and persons, it remains clear 
that nearly all relatives feel uneasy about, or are actually 
repelled by, the mentally ill: they attempt to deny the 
gravity of the disease or its very presence—probably 
because they almost always feel guilty, and feel that the 
illness is a slur on them and the family. The patient 
may feel very much the same. Very often the family 
either try to sever their connections with the patient 
(especially if he is a chronic patient and of a bothersome 
or bizarre type) or endeavour, often successfully, to 
have him discharged against advice. These factors 
become more manifest if frequent visits are made. 
Moreover, psychological disturbance is not restricted to 
patients but tends to spill over into their families. 

There should not be any special difficulty in the way 
of the psychiatrist meeting the family, as you suggest 
there may be. I think that the frequency of visiting should 
be left entirely to the informal and sympathetic individual 
judgment, arrived at after consultation with the relatives 
and the patient. My own experience suggests that 
psychiatrists are, on the whole, much more willing to 
talk things over with the relatives than are most doctors 
in other specialties. 
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On the very important question of “ settling down ”’ 
you seem to suggest that this is largely unnecessary, 
because modern methods of treatment have shortened 
the period of hospital treatment. I am quite aware 
of the difficulties of reintegrating the patient mentally 
or otherwise into the family after a lengthy stay ; but 
I would like to emphasise what appears to be self- 
evident, though it does not seem so to all psychiatrists— 
that mental disorders, though sometimes treatable by 
physical means, are mental. They can rarely be overcome 
in a rush, and certainly no problems of life can be solved 
by physical treatment. 

I think it is time that in psychiatry the role of the 
asylum and retreat were acknowledged. For some time 
at least, the best treatment is the retreat, with or without 
spiritual help from the doctor or priest. 

West Hallam, 


Derbyshire. D. J. SALFIELD. 


TEA IN THE OFFICE 

Srr,—Your issue of March 3 has been brought to our 
attention, with particular reference to “‘ In England Now”’ 
and the tea-making equipment to be seen in a hospital 
general typist’s office. You may consider that we are 
oversensitive about this, but when one appreciates the 
totally inadequate canteen facilities for clerical staff in 
so many hospitals, the extra time these girls willingly 
work without recompense, and the lack of limelight 
which comes their way as compared with that shining on 
other hospital workers, the remarks printed can only 
be considered as an abuse of the restricted space 
accorded to you by the discontented typographers that 

week. 
Plymouth and District 
Health Service Branch, 


National and Local Government 
Officers Association. 


ROBERT BEUL 
J. Davipson. 


CONTROL OF WATER AND ELECTROLYTE 
DISORDERS 


Str,—-The form presented by Dr. Preedy and Mr. 
Richardson (Feb. 4) is designed for the use of house- 
officers ‘‘ who do not have time to understand or main- 
tain complicated charts.’’ It would, therefore, be a good 
practice for the laboratory to present all the facts of 
analysis in the most helpful way ; and in an attempt to 
do this we have devised an electrolyte balance chart 
and diagram (according to Gamble) (see figure). 
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KINGSTON LABORATORY 
ELECTROLYTE BALANCE CHART 


Age Ward 


GUIDE TO DIAGRAM Printed figures and dotted lines show range 
of normal concentration of electrolytes in Milli-equivalents per 
litre. RED figures and RED lines show concentrations in patient 
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The alterations from normal of each ionic compartment are 
indicated, and in the space for recommendations the strength 
and amount of fluids required for treatment may be indicated. 
Although this is combined with a visit to the bedside by the 
pathologist, it is our experience that in many cases it is 
only after the chart has been completed that the clinical 
and biochemical pictures tend to fall together and the 
further treatment becomes clearer. Our list of normal values 
may not entirely coincide with all those in other hospitals, 
but we have given figures most nearly fitting 95°, of our 
normals, found by the methods we use. 

Pathological Laboratory, 


Kingston Hospital, Surrey. P. DAGNALL. 


SPONTANEOUS HYPOPARATHYROIDISM WITH 
MEGALOBLASTIC ANAEMIA 


Srr,—The case reported by Dr. Hurwitz (Feb. 4) 
would appear to be the second example of this extremely 
rare combination and not the first as Dr. Hurwitz 
believes. An identical case was reported by Reisner 
and Ellsworth! in America. 


The American case has many features in common with 
that reported by Hurwitz. The age at onset and the sex were 
the same, and in both girls the physical build was 
suggestive of pseudohypoparathyroidism although this was 
proved not to be the correct diagnosis. 

The American case sheds further light on the nature of the 
megaloblastic anzmia. Unlike the patient of Dr. Hurwitz, 
this girl had at no time received any anticonvulsant drugs, 
so phenytoin sodium can be completely excluded as a possible 
cause. Reisner and Ellsworth showed that the anemia in their 
patient was unaffected by oral vitamin B,,, but that the 
addition of intrinsic factor to the vitamin B,, given orally 
produced a reticulocyte peak of 23-7% after eight days’ 
treatment. This is presumptive evidence that the patient 
was lacking in intrinsic factor and was in fact suffering from 
pernicious anzemia. 

Manchester. S. SHUBERT. 


UTERINE DYSFUNCTION DURING LABOUR 


Sir,—I should like to comment on Dr. Cramond’s 
use of an inventory as described in his letter (Jan. 28). 


The “ lie ” scale from the Minnesota multiphasic personality 
inventory was incorporated with 65 other items (whose source 
was unspecified) and was scored as it is in the M.m.P.1. This 
procedure is of very doubtful validity. It is impossible to know 
in advance the effect of lifting a scale from the context within 
which it was standardised ; the effect might be to dis‘ort the 
scale so that the original scoring standards become inappro- 
priate. It seems, then, that Dr. Cramond should either regard 
his inventory as a new test and stan- 
dardise it anew, or else use the whole 
M.M.P.I. and score the “lie’’ scale 
according to Hathaway and McKinley's 
tables. 

There is a danger in the latter 
method, however. Hathaway and 
McKinley standardised the test on 
Americans: Dr. Cramond has tested 
Scottish women, and it is impossible to 
say whether a test standardised in one 
me. % country will be valid in another. Dr. 
Cramond’s results suggest that in this 
case it is not. In two separate investi- 
gations a third of his patients had 
significantly high “lie’’ scores. This 
is a very high proportion, and one must 
ask why. In view of the large numbers 
tested, chance can be ruled out as a 
determining factor. This leaves two 
alternatives : first, that Dr. Cramond’s 
group was not a normal one but con- 
tained a large proportion of women 
who were mentally ill; and second, 
that the American scoring of the “ lie ”’ 
scale is not applicable to the answers 
given by Scottish women. The second 
explanation seems the more probable. 


Date 


Vols CO. % 


mg. NaC! % 


mg. % 


1. Reisner, D. J., Ellsworth, R. M. 
intern. Med. 1955, 43, 1116. 
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American tests are widely used in this country, and, when 


the test has not been re-standardised, caution is always 
needed in interpreting the results. 


The m.m.P.1. has not been re-standardised, and 
Dr. Cramond’s results suggest that the ‘‘lie”’ scale at 
any rate should not be used in Britain until standardisa- 
tion data on a British population are available. 


Woodford Green, Essex. JANET CARR. 


WHOLE-TIME SPECIALISTS 

Sir, 

“The process of deterioration arising from a sense of 
grievance on the part of the staff may be a slow one, particu- 
larly in a service with the high traditions of the British 
Civil Service, and by the time the tendency manifests itself 
irreparable damage may have been done.’’—Report of the 
Civil Service Commission. 

These sentiments apply with equal force to whole- 
time specialists, most of whom signed contracts in July, 
1949, after being assured that the then Minister of Health 
had agreed to accept the recommendations of the 
Consultant Spens Committee, and that ‘‘ remuneration 
was regarded as a subject suitable for arbitration.”’ 

The Ministry’s refusal to honour its assurances is 
a breach of good faith which cannot be excused by the 
subsequent discovery that they were not legally binding. 
This discovery has, however, aroused grave misgivings 
amongst whole-time specialists about the way in which 
the negotiations have been conducted since the earliest 
days. 

If, as some still believe, ‘‘ Spens remains the yardstick 
of consultant remuneration ’’ then not a single financial 
recommendation about whole-time service has been fully 
implemented. The Spens report advised that a whole- 
time consultant’s salary should be from £1500 to £2500 a 
year in terms of 1939 values, and that in bringing it 
up to date due regard should be paid not only to changes 
in the value of money but also to the increased earnings 
in other professions and other branches of medicine. 

Assuming the specialist is married with two young 
children, we see from the following table (the position 
before the 1954 increases is given in parentheses) how the 
recommendation has been given effect 
Net income 


Gross 
: after deduc 
income 
today (£) = tax 
Whole-time 8.H.M.0.: 
Minimum his os - 1500 (1300) 1251 (1094) 
Maximum ae A‘ 1950 (1750) 1552 (1386) 
Whole-time consultant: 
Minimum ‘ wd ce 2100 (1700) 1636 (1354) 
Maximum “ - oe 3100 (2750) 2091 (1882) 
Equivalent rage —_ 
net income éetetes in 
in 1938 (£) 1928 (£) 
Whole-time 8.H.M.0. 
Minimum a $% ea 487 (481) 494 (489) 
Maximum ge ee 605 (610) 636 (640) 
Whole-time consultant: 
Minimum — wd 637 (596) 678 (623) 
Maximum - 815 (829) 906 (914) 


The cost of living ihe risen by 35% since July, 1949, 
compared with the 1954 increases of 14% in S.H.M.O. 
salaries and 25-14% in consultant salaries, allowance 
being made for the Government's contribution to super- 
annuation in all cases. The benefit of the 1954 increases 
has now been wiped out by the subsequent rise in the 
cost of living, leaving whole-time specialists much worse 
ff today than in 1949. 

A great deal of nonsense has been talked about the 
increases bringing whole-time consultants’ salaries into 
line with those of general practitioners after the Danck- 
werts Award in March, 1952. The award of a 100% 
betterment factor was richly deserved by the general 
practitioners, who have always conducted their negotia- 
tions in a business-like manner. Although it did not mean 
that individual earnings were doubled, it gave the 
average general practitioner (except the 1000 short- 
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list men) £3240 a year gross (this figure was given during 
the debate on the Award, and was not denied by the 
Government). Even though practice expenses amount to 
over a third of the practitioner’s gross income, he scores 
heavily over the whole-time consultant because he obtains 
reasonable income-tax relief. 

The Spens Committee assumed that whole-time 
specialists would be paid ‘‘ any sums which represent 
expenses reasonably incurred in the course of their 
work ”’ in addition to the salaries recommended, and these 
allowances would not be liable to income-tax, and stated : 





“The Evidence Committee has brought to our notice 
a number of items of expense which must be met if the 
specialist is to perform his duties efficiently. These include | 
car expense ; expenses of travel apart from the use of a car ; | 
the cost of renewal of instruments and other equipment ; 
the cost of books and journals, preparation of scientific 
papers, and subscriptions to professional societies ; printing, 
stationery and telephone costs; expenses of attendance at 
national and international professional meetings; and the 
expenses of visiting hospitals and clinics at home and abroad, 
and entertaining visiting colleagues.” 


Few of these expense allowances have been granted ; 
none are adequately met. 


A whole-time specialist on call for emergency and domiciliary 
visits must run a car, yet he is paid for only a fraction of the 
mileage he covers in the board’s service; he is not paid for 
“routine ’ journeys to his main hospital even when he must 
travel by car because he is on call for emergency domiciliary 
visits or has to undertake other journeys on hospital business. 
Management committees spend limited sums on hospital 
libraries and so provide’‘some of the books and journals 
required. Although the specialist must have a telephone 
because of his work, he is paid no portion of the rental, only 
the cost of outgoing professional calls, if he can remember 
to jot them down. In fact many whole-time specialists 
who were formerly employed by local authorities and are 
now doing the same work under the N.H.S. have had their 
car and telephone expenses drastically cut. Study leave in 
theory, but not in practice, covers the cost of attending 
professional meetings. Nothing has been done about any of 
the other expenses. 

The only expense item in the list on which the whole-time 
specialist is allowed income-tax relief is his £2 a year sub- 
scription to a medical defence society. 


Comparing the terms and conditions of whole-time 
service, we find that the difference in the maximum 
basic salary of a whole-time consultant (£3100) and a 
part-time doing 9 sessions a week (9/,/11 of £3100 = 
£2677) is £423, or £185 after deduction of tax. 

To compensate for his lower salary the part-timer 
has the following privileges : 

1. He gets a basic fee of 4 guineas for each of the first 
32 domiciliary visits a year (£134); after that both whole- 
time and part-time specialists are paid at the same rate for 
the next 168. 

2. He is‘paid a travelling allowance of up to £190 a year 
(which, of course, is free of tax) for routine visits to his main 
hospital. 

3. He is allowed up to 1 hour’s travelling-time out of each 
31/,-hour session. 

4. He is allowed private practice and can thus secure 
income-tax relief on many of his expenses. 


The fact that the whole-time specialist is, in effect, 
paid at a lower rate for doing exactly the same work as 
the part-time, and is denied reasonable expense allowances 
and income-tax relief, causes bitter resentment. The 
most recent example is the new agreement about 
domiciliary visits. 

Up to now, whole-time specialists have not been paid for 
these visits, though the Spens Committee advised that they 
should be. The fact that under the new agreement whole- 
time specialists will not be paid for the first 32 visits a year 
is degrading to whole-timers and niakes the “ concession ” 
practically worthless. 

Only a few whole-time specialists are compelled by the 
terms of their contract to undertake these visits: why should 
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the great majority, who do so voluntarily, be paid cut-price 
rates ? 

Another fact, well known to the Ministry, is that only 
a few whole-time specialists in general medicine and geriatrics 
will average more than 30-40 visits a year, if that. The whole- 
time specialist who does 33 a year, for which he receives 4 
guineas, is actually in pocket, after paying tax and super- 
annuation, £2 3s. at the bottom of the s.H.m.o. salary-scale 
and £1 8s. at the top of the consultant. This works out at 
the princely sum of from 1s. 3d. to 10d. a visit ! 

The cost of running a car without adequate mileage allow- 
ances and income-tax relief is fast becoming prohibitive. 
Purchase-tax on small cars is up by £30-40 and cost of 
insurance, tyres, repairs, and so on has risen or is rising 
steeply. Telephone charges are also up. 

The specialist who is on call for emergency visits must 
travel everywhere by car and keep his telephone constantly 
attended. These visits, too, are frequently wanted at incon- 
venient times, and encroach on the specialist’s scant leisure. 
Under the new agreement, he must do a considerable number 
(or none at all) before he even ceases to be heavily out of 
pocket on each. Few general practitioners will feel like calling 
him out under these circumstances. 

So in specialties like pathology, radiology, chest diseases, 
and psychiatry, where the majority of specialists are whole- 
time, patients will be deprived of a specialist’s opinion in their 
homes, and continue to be needlessly admitted to hosp‘tal 
beds, costing 20 guineas or so a week. 

It has long been evident (and the agreement just 
mentioned bears out the point) that the manner in which 
the negotiations about terms and conditions of service 
are at present carried on in Whitley B Medical Com- 
mittee is greatly to the disadvantage of whole-time 
specialists. 

Firstly, there is only 1 whole-time regional specialist against 
15 part-time and a professor from the teaching hospitals, on 
the staff side, which allows the management side to play 
off part-time interests against whole-time. In fact when 
part-time specialists’ mileage allowances were raised in 1952 
regional boards were empowered to cut those of whole- 
timers. 

Secondly, the grave defect of the Whitley machinery is 
that the staff side cannot take any claim, however just, to 
arbitration without the consent of the management side— 
a right denied to no other grade of health service employee. 
Although the management side has openly acknowledged the 
injustice done to whole-time specialists, it has consistently 
refused, during four years of negotiations, to either remedy 
the injustice or allow their claims to go to arbitration. 

At present, the whole-time s.u.mM.0. is earning the 
equivalent of the lowest-paid group of general practi- 
tioners pre-war, who (according to the Spens report) 
could not give of their best to their patients because 
they were harassed by financial worries. 

The whole-time consultant is now paid at the same 
rate as specialists in second and third rate municipal 
hospitals pre-war, and critics of whole-time service 
never weary of telling us what conditions were like in 
those institutions. 

Whole-time specialists do well over a third of the 
consultant work in the N.H.S., and if their status con- 
tinues to be down-graded the standard of their work 
will deteriorate pari passu—no political chicanery. can 
disguise or alter the fact. 

Even Mr. Macleod grudgingly admitted, in reply 
to questions in the House, that whole-time specialists 
are unfairly treated, but added that this was a matter 
for the appropriate Whitley Council! As that excuse 
has had its day, is his successor prepared to allow the 
whole-time specialists’ claims to go to arbitration ? 
What would he have to fear from such a step, if he believed 
that these claims were being fairly dealt with at present ? 
Now that the claims of whole-time specialists have been 
endorsed by the Guillebaud Committee (Report para. 404 : 
“We are also of opinion that it is undesirable that the 
financial arrangements relating to the consultant service 
should be such as to provide financial inducement to a 
consultant to apply for a part-time rather than a whole- 
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time appointment.’’) the Minister of Health cannot, with 
any show of justice, refuse either to meet them or to allow 
them to go to arbitration. 

It has been suggested by my colleagues and myself 
that the formation of a whole-time specialists group 
comprising 8.H.M.0.8 and consultants, under the egis 
of the B.M.A., would enable us to press our claims more 
vigorously, and letters in support of this view have 
poured in from all over the country. 


‘arnt ital, . 
eee ~~ Leo GILCHRIST. 


PULMONARY EMBOLISM AND 
5-HYDROXYTRYPTAMINE 


Sir,—Your annotation (Feb. 4) comments on animal 
experiments showing that the vascular effects of 5- 
hydroxytryptamine are antagonised by the “ anti- 
adrenaline’’ drug, ‘ Dibenamine.’ You suggest that this 
drug might possibly be of therapeutic use, but that it is 
still in an experimental stage. 


This compound was the first member of the 8-haloalkyl- 
amines found to have “ anti-adrenaline’’ activity, and its 
action has been very thoroughly investigated. It antagonises 
the excitor effects of adrenaline, noradrenaline, and many 
other sympathomimetic amines.' Replacing one benzyl 
group by a phenoxyisopropyl group results jn n-benzyl-(- 
chlorethylamine hydrochloride, ‘ Dibenyline ’ (‘ Dibenzyline ’ 
or 688A in America), which is well tolerated and is orally 
active and has been subjected to more extensive clinical 
investigation. It has been found useful in the treatment of 
peripheral vascular disease and allied conditions, and is now 
available for clinical use. 

Further clinical investigations have been suggested in 
various other vascular conditions, in hypertensive states, 
including eclampsia, in migraine, and in chilblains, in which 
some of the following factors are thought to be implicated : 
(1) increased sympathetic activity ; (2) increase in circulating 
pressor substances; (3) increased vascular sensitivity to 
pressor substances ; (4) conditions in which increased blood- 
flow might result from reduction in normal sympathetic tone. 
Some of these investigations are being undertaken currently. 

Smith, Kline & French, 

123, Coldharbour Lane, 

London, 3.E.5. 


KENNETH CARTER 
Medical director. 


MESTINON IN CEREBRAL PALSY 


Sir,—From time to time it has been claimed that 
cholinergic substances benefit some cases of cerebral 
palsy. Neostigmine has been used with varying success ; 
it has the disadvantage that it may produce gastro- 
intestinal side-effects necessitating the concomitant use 
of atropine. A new compound ‘ Mestinon ’ (the dimethyl 
carbamic ester of 1-methyl-3-hydroxy-pyridinium bro- 
mide) is claimed to be longer acting and to have fewer 
visceral side-effects than neostigmine. I found that in 
children with cerebral palsy mestinon, given by mouth 
half an hour before a physiotherapy session, seemed to 
enhance the value of that treatment for those whose 
main disability was spasticity, and to a lesser extent for 
those having athetosis with tension. Those with ataxia 
derived no benefit. 

A controlled trial was then carried out over a period 
of three months. 

It was decided to test the drug only in “ spastics,” and 
32 children were paired as closely as possible on the basis 
of age, type of disability, and severity. Some of these 
children were in a special residential unit and others attended 
as outpatients. One child of each pair received 20 mg. of 
mestinon twice daily, and the other received an inert tablet 
of identical size. The identity of the active tablet was not 
revealed by the manufacturers until the end of the trial. 
The impressions of the physiotherapist were recorded at 
each attendance, as were the impressions of the parents of 
the day cases and the school-teachers of the residential cases. 

Of those receiving mestinon, 9 were considered to have 
improved more quickly than they would have without tablets. 





1. Goodman, L. S.. Gilman, A. Pharmacological Basis of Thera- 
peutics. New York, 1955. 
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Of those in the control group, 4 were thought to have 
improved similarly. 

These results are not statistically significant, but some 
of the children who received mestinon continue to 
improve and have been noticed to relapse if the drug is 
withdrawn. It would seem that further trials are certainly 
justified. 

A supply of ‘ Mestinon’ was kindly provided by Roche 
Products Ltd. 


Department of Child Health, 
University of Liverpool. R. J. DeRHAM. 


DOCTORS IN COMMERCE 


Srr,—One wonders how many of your readers will have 
noticed an advertisement of a well-known drug house on 
p. 44 in your issue of April 7, which announces several 
vacanciés for ‘‘ medical representatives,’ and invites 
applications from pharmaceutical chemists and qualified 
physicians. 

I consider—and I believe many of my colleagues will 
be with me—that a medical qualification should not in 
this country be used in this connection. I am aware 
that on the Continent widespread medical unemployment 
has driven many young physicians into the arms of the 
drug houses, and I have myself witnessed the unedifying 
spectacle of a young physician going cap in hand to sell 
products of his particular firm. This has not happened 
here as yet, but the above-mentioned advertisement 
should give our elders food for thought as to the increasing 
economic straits of our young graduates. 

It is quite a different matter for a medical man to 
work for an ethical drug house in a purely advisory 
capacity, or in a scientific field, such as pharmacology. 
Indeed a healthy critical and objectively creative influence 
may be exerted by conscientious physicians in such posts. 

As a practical measure to put a stop to the attempt 
to use medical graduates as commercial travellers, I 
would suggest that our medical journals take the lead in 
not allowing any further such advertisements,’and also 
that as many members of our profession as possible be 
roused to show our displeasure at such practices to any 
other pharmaceutical companies which may be contem- 
plating such a move. 

As a medical graduate working myself in a scientific 
capacity for a pharmaceutical company, I beg you to 
allow me to sign myself 

SCIENTIST. 


*,* We agree with our correspondent, and regret that, 
by an oversight, we did not represent this view to the 
firm which sent us the advertisement.—Ep. L. 


ECZEMA VACCINATUM 


Srr,—In regard to Dr. Napier’s comment (Jan. 14) on 
our failure to find any published reports of strict localisa- 
tion of vaccinial lesions on the eezematous patches.! 
I would like to say that we missed the report by 
Sommerville et al.? 

This was not listed in the Quarterly Cumulative Index Medicus 
under eczema vaccinatum, eczema, or vaccinia—probably 
because these workers used the term Kaposi's varicelliform 
eruption, which has been abandoned by many and is used as 
a synonym for eczema herpeticum by many others. 

In none of the ten cases described by Sommerville et al. 
was strict localisation of vaccinial lesions to the eczematous 
patches mentioned. Dr. Napier’s comment about the fre- 
quency of this localisation is, thus, surprising. Since in 
eczema vaccinatum (as well as in eczema herpeticum) the 
eczema determines the generalisation of vaccinia as well as 
the localisation of most vaccinial lesions, it is reasonable to 
expect that when vaccinial lesions are strictly confined to the 
eczematous patches (as in our case) this important charac- 
teristic should be emphasised, because of its bearing on the 








1. de Salles-Gomes, L. F., Bassoi, O. N., Patricio, L. D. Lancet, 
1955, ii, 1275. 
2. Sommerville, J., Napier, W., Dick, A. Brit. J. Derm. 1951, 


63, 203. 


pathogenesis of the vaccinial eruption. After all, the local- 
isation of vaccinial lesions on the eczematous patches is not 
a mere coincidence. 

Regarding Dr. Napier’s thesis of direct inoculation of 
vaccinia virus in the eczematous lesions, this hypothesis is the 
older of the two concerning the pathogenesis of vaccinial skin 
lesions ; it is also the more obvious and may seem the likelier. 
But most, if not all, of those who have tested this hypothesis 
do not favour it but that of hematogenous spread. While 
the existence of lesions on the inoculation site is generally 
admitted, these lesions rarely appear in man (except after 
inoculation against smallpox). 

As to the significance of the enlarged lymph-glands, I again 
disagree with Dr. Napier. From our words “‘ a hard painful 
lymph-gland ”’ he deduces that “ surely this indicated infection 
travelling inwards and not outwards.’’ We mentioned that 
the first lymph-gland to appear did so “ on the first day of 
the present illness ’’ simultaneously with sore throat, fever, 
anorexia, restlessness, and “‘ the eczematous patches became 
swollen, hot, and painful.’’ From these data it is obvious 
that at least another lymphoid-tissue organ—the tonsils— 
reacted at the same time as the right crural lymph-gland. 
This and other clear indications of a systemic reaction contra- 
dict Dr. Napier’s contention that “surely this indicated 
infection travelling inwards and not outwards.”’ Besides, the 
enlargement of a lymph-gland in the left crural region 
developed two days after the systemic symptoms and signs. 

Virus Section, 
ay egy ee Luis F. pE SALLES-GOMEsS. | 
CORONARY-ARTERY DISEASE 

Str,—In the past decade observations in the post- 
mortem room and in the laboratory as well as dietetic 
studies in the field have suggested lines of thought on the 
pathogenesis of atherosclerosis which may have practical 
bearing on the treatment and prognosis of ischzemic 
heart-disease. This term is used to include coronary 
occlusion and thrombosis, myocardial infaretion, and 
fibrosis leading to coronary insufficiency. All these 
conditions are dependent on atherosclerosis. 

It is not possible by direct evidence to prove that 
atherosclerosis (formerly atheroma) is a_ reversible 
process; at first thought it seems impossible that 
thickened, diseased, narrowed, and possibly occluded 
arteries could revert to relative normality or that the 
atherosclerotic brittle aorta of the old man might change. 
There is, however, some inferential and circumstantial 
evidence that such changes can take place. 

For some years I have carefully examined the coronary 
arteries while doing routine necropsies. After a time it 
became apparent that without any deliberate fore- 
thought I expected to find atherosclerotic coronary 
arteries when examining the body of a well-nourished 
male over 50; my guess often proved correct When 
examining a thin or wasted -subject of the same age- 
group I expected to find relatively healthy coronary 
arteries ; more often than not this presumption was 
correct. . 

Wilens ! showed that at necropsy severe atherosclerosis 
is twice as common in obese as in undernourished subjects 
35 years of age or older. A high proportion of those 
found to be undernourished at necropsy had been well 
nourished or even obese before the onset of the terminal 
wasting disease. It would seem that during a period of 
severe weight loss significant resorption of pre-existing 
atherosclerotic deposits occurs. 

In doing routine necropsies I noticed the relative 
absence of atherosclerosis in the coronary arteries and 
aortas of subjects that had been treated with stilbeestrol 
for prostatic carcinoma, compared with other male 
subjects of the same age-group.2 Not only was the 
atherosclerosis relatively decreased but surprisingly 
the aortas of the stilboestrol-treated group seemed to 
have regained the elasticity of youth. Rivin et al.® 
confirm these findings except for the aortic changes. 





1. Wilens, 8S. L. Arch. intern, Med. 1947, 79, 129. 
2. Aidin, R. Brit. med. J. 1955, ii, 630. 
3. Rivin, A. U., Dimitroff, S. P. Circulation, 1954, 9, 533. 
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Recently I examined the body of a man, aged 77, who had 
been treated with stilb@strol for prostatic cancer. The 
coronary arteries showed minimal atherosclerosis; in the 
aorta, though still atherosclerotic and calcified, many of the 
atherosclerotic ulcers were overgrown by a thin layer of 
endothelium, presumably the first stage towards healing. 


Dietetic studies have shown that atherosclerosis is 
associated with excess fat in the diet. Prolonged treat- 
ment with anticoagulants recanalises thrombosed arteries® 
which become functionally active.6 It may be possible 
to ‘‘ pre-select’’ candidates for coronary disease ” ; 
often premonitory signs are noticed.* These observations 
suggest that for these patients as well as those with 
coronary disease a strict fat-free diet, prolonged anti- 
coagulation, and stilbeestrol therapy are worth considera- 
tion not only as treatment but also as a preventive 
measure in the “ pre-selected ’’ and in those who have 
had premonitory symptoms. The possible side-effects 
of stilbestrol must of course be borne in mind. 

I wpelegy I — a : R. Aw. 


AN UNUSUAL CASE OF SHINGLES 

Sir,—Dr. Jackson described last year ® a case illustrat- 
ing the long time which may elapse between the onset 
of herpetic pain and of the eruption, and the diagnostic 
confusion that may arise in the interval. In the following 
case the site of the lesion was unusual, and the 
neurological features were more prominent than the 
dermatological. 

A businessman and churchwarden, aged 61, was seen on 
a Saturday evening, complaining of a symptom he said he 
had never had before—constipation—which had lasted for 
four days. From the Tuesday to the Thursday he had passed 
no urine. Despite this he had experienced no pain, but had 
noticed tightness and distension of the lower abdomen, 
which had caused him surprisingly little alarm. On the 
Friday, micturition had gradually become re-established, 
but his anxiety remained on account of his failure to defecate. 
On examination there was a small area of crusted herpetic 
lesions, measuring 2 in. by 2 in., over the sacrum in the 
dermatome supplied by segments S2 and 83. 


The inference was that an attack of herpes zoster 
involving the lumbosacral posterior nerve-root ganglia 
had interrupted the sacral reflex arc, resulting in acute 
retention of urine and constipation due to the unopposed 
action of the lumbar sympathetic fibres. In addition, 
interruption of the afferent fibres had disturbed the 
sensory component of the reflex, as in tabes dorsalis, 
so that the patient had been unaware of the degree of 
distension of the bladder, and had had no pain. Following 
explanation and reassurance, function returned to 
normal in the next two days. 


London, $.E.25. M. Kerra THOMPSON. 


ERYTHEMA MULTIFORME EXUDATIVUM 


Sir,—Erythema multiforme exudativum crops up only 
a few times in the experience of those working in general 
medicine. The extensive and severe type which involves 
at once the skin, conjunctive, buccal mucosa, genitalia, 
and urethra is rare even in skin and infectious-disease 
wards. In the following case, in which all those sites 
were affected, there was good reason to believe that the 
renal parenchyma and the gastric mucosa were also 
involved. 

A married woman, aged 73, who had been taking no drugs, 
began on Dec. 1, 1954, to have back pain, malaise, and anorexia. 
The symptoms continued, and on Dec. 8 her throat and eyes 
became painful. The mouth, gums, vulva, and inner surfaces 


4. Lancet, 1955, ii, 1123. 

5. Wright, H. P., Kubik, M. M., Hayden, M. Brit. med, J. 1953, 
i, 1021. 

6. Snow, P. J. D., Morgan Jones, A., Daber, K. 8S. Brit. Heart J. 

7. Gerther, M. M., 
1951, 147, 621, 

8. Harris, K. Brit. med. J. 1955, ii, 874. 

9. Jackson, R. N. Lancet, 1955, i, 52. 


Garn, 8. M., White, P. D. J. Amer. med. Ass. 
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of the eyelids were ulcerated and produced a seropurulent 
exudate. On Dec. 10 she was admitted to this hospital, under 
the care of Dr. Emyr Jones, after the onset of pyrexia, 
hematuria, and what was thought to be a purpuric rash 
in its early stages. The epigastrium, right hypochondrium, 
and right loin were tender. There had been no previous 
abdominal pain. The next day the rash was typical of a 
bullous erythema multiforme. The frank hematuria ceased, 
but albumin and many red cells and granular casts persisted 
in the urine. The abdominal pain was relieved by milk and 
alkalis, although it was painful to swallow even fluids. Dis- 
comfort was maximal for about four days, before the rash 
and mucosal lesions began to improve on palliative treatment 
only. The urine became normal, but the abdominal symptoms 
continued longer. A barium meal and radiography on Jan. 3, 
1955, showed a small gastric ulcer on the lesser curve. An 
intravenous pyelogram on Jan. 13 showed good bilateral 
excretion of dye. Before discharge the patient had no 
abdominal symptoms. The barium meal was repeated on 
July 22, when no ulcer could be seen. 
Caernarvon and Anglesey 
General Hospital, Bangor. 


HAMATEMESIS 


Srr,—Mr. Brandon’s article last week is most interest- 
ing, but there are no controls, and no actual evidence 
that the patients were benefited by the drugs given. 
Would simple washing out of the stomach be equally 
effective ? 6 
J. G. BANCROFT. 


C. F. Hineston. 


Crichton Royal, Dumfries. 


Srr,—In his article last week, Mr. Brandon revives 
the adrenaline washing of the stomach, previously out- 
lined in Hamilton Bailey’s Emergency Surgery. He is 
the first, however, to stress the importance of using an 
adrenaline-‘ Stypven’ mixture as a diagnostic-therapeutic 
test. 

His paper is a milestone in the treatment of hematem- 
esis. The reason for my saying so is that I know that his 
method works. Only limitation of opportunity, and deaf 
and pensionable ears, have prevented me from carrying 
out an investigation on a larger scale. 

The duty surgeon faced with hzematemesis in a freshly 
admitted case has to consider whether the blood comes 
from (a) chronic gastroduodenal ulcers ; (b) acute gastric 
erosions; or (c) «esophageal varices. Adrenaline 
1: 200,000 lavage of the stomach will control bleeding 
from gastric erosions, because the blood is coming from 
capillaries. To set up a series of five test-tubes and 
empty into them successive half-hourly washings is a 
satisfying and dramatic demonstration of the efficacy of 
this treatment in cases of capillary hemorrhage. I have 
not myself used stypven, but I can see no contra-indica- 
tion to its use. Unlike Mr. Brandon, I would emphasise 
that hzemorrhage from a gastrojejunal anastomosis can 
be controlled by this method. Its suecess depends on the 
size of the bleeding vessel. 

If successive washings become less and less blood- 
stained, conservative treatment is strongly indicated. 
An operation may do no good. The vast number of 
negative laparotomies for bleeding ulcers could be avoided 
by the knowledge derived from preliminary adrenaline 
lavage. Equally, persistent bleeding after adrenaline 
lavage is a definite indication for surgery, because the 
bleeding must be from a sizable vessel. This test may 
well be more valuable than routine gastroscopy, because 
a final and definite decision for or against operation may 
be obtained within two to three hours of admission. 

In addition to this routine test for hematemesis I 
would suggest the regular passage of a balloon into the 
stomach. The mild pressure exerted when it is pulled 
up against the cardia will help to control sophageal 
hemorrhage, and thus help to differentiate between 
bleeding of gastric and cesophageal origin. Many a 


Miller-Abbott tube lying fallow in the drawers of surgical 
wards could usefully be shortened to a length of 3 feet, 
and used to control hemorrhage, and transmit adrenaline. 
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Balloon and tube systems of smaller diameter will make 
the swallowing more popular. 

Though I have encountered no harm from lavage with 
1 : 200,000 adrenaline, wider experience is necessary to 
ensure that no harm will be done in any particular case. 


London, 8.W.10. F. E. WEALE. 


DEFICIENCY OF ESSENTIAL FATTY ACIDS 

Str,—With reference to Dr. Sinclair’s stimulating 
letter last week, I should like to add that when essential 
fatty acids are applied to mammalian epidermis there 
is immediate absorption. 

The results in cases of psoriasis and acne, after treatment 
in wet high thermal conditions combined with application of 
fatty acids, are very encouraging. The fatty acids used are 
the essential fatty acids combined with the saturated and 
unsaturated fatty acids of the acetic, acrylic, and scorbic 
series. The difficulty has been to prepare these substances 
without their pungent odours. Lanolin and fats, as vehicles 
for medicaments, must give way to fatty acids on account 
of the extremely good penetration values of the latter. 


Tunbridge Wells. E. F. St. Jonn LyBurn. 


BEAVER MARK II RESPIRATOR 


Srr,—It seems that there is some doubt among the 
recipients of Beaver Mark II respirators as to how these 
should be connected to tracheotomised patients. I 
apologise that through my negligence this is not illus- 
trated either in the B.O.C. catalogue or in the instructions 
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circulated via the Ministry of Health. I hope that the 
accompanying figure (by courtesy of the Institute of 
Neurology at the National Hospital) will clarify the 
arrangement. Personally I prefer the ‘‘ alternative ”’ 
fittings for reasons of simplicity, and elimination of dead 
space and potential water-trap. The figure also shows 
the moulded rubber, cuffed tracheotomy tubes that have 
proved completely satisfactory. 


National Hospital, 


Queen Square, 
London, W.C.1. 


ROBERT BEAVER. 
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IN THE MENTAL HOSPITAL 


Srr,— Your valuable series has given stimulating 
accounts of ideas and findings in the special field of the 
‘forgotten patient.’’ Perhaps I may be permitted to 
draw attention to an experiment which might develop 
into a profitable example of how care, occupation, and 
daily routine can be combined in order to serve the 
mentally handicapped. 

The Camphill Village Trust has been conducting this 
experiment since September, 1955, on a recently acquired 
estate in the Cleveland Hills in Yorkshire. The Trust 
was founded by a group consisting of parents of handi- 
capped children and staff of the Camphill and Sheiling 
Schools (residential schools for handicapped children). 
Enough funds were raised to secure a start, and the 
first 25 “‘ villagers ’’ (16 men and 9 women ranging in age 
from 18 to 38) are now living and working together 
under the leadership of the Reverend Peter Roth. 

The aims of the village community are threefold : 

1. That in a few years, after the initial difficulties of finance 
and building are overcome, the village be established as a 
self-supporting community, similar to the Papworth Settle- 
ment. At the moment there are three farms which are already 
working and run entirely by the villagers; a start has been 
made towards a weaving shop, and pottery, joinery, and book- 
binding departments will be added in time. 

2. That for none of the villagers fees are to be paid. Parents 
and relatives are invited to make some financial contribution 
to the Trust if they are able and willing to do so. The Trust 
is to run the village by voluntary contributions until it 
becomes self-supporting. Thus everyone in need of this kind 
of environment will have ‘the possibility of obtaining it. 
Furthermore the villagers know that it is their effort that 
provides: their livelihood. Under this arrangement it is hoped 
to establish in each one of them a fundamental self-assurance 
and dignity; the conviction that it is “‘their’’ village 
which they build and promote will be a great stimulating 
force. 

3. That the villagers live together in a small unit of four 
or five with their foster-parents, who not only look after 
them but share their life and work. No rigid distinction between 
staff’? and ‘‘inmates’’ is made; social activities are 
common ; lectures and classes are attended by everyone, 


It is much too early to speak of results ; but most of 
the villagers have settled down very happily, and already 
show much enthusiasm for their duties and a sense of 
responsibility which previously had been lacking. 


Milltimber, 


Aberdeenshire. Kari Konia. 


VACCINIA VERSUS POLIOMYELITIS 


Srr,—Dr. Maclver (Feb. 4) reports an investigation 
suggesting that the paralytic form of poliomyelitis 
seldom attacks children who have been vaccinated 
against smallpox in the previous few years. We have 
taken up hig suggestion that larger material be studied 
and have examined the vaccination state of 111 caildren 
in Vienna, under 4 years of age, who contracted paralytic 
poliomyelitis in the years 1951-55, comparing the 
relationship between the vaccinated and unvaccinated 
children in this group with the relationship between 
the vaccinated and unvaccinated coeval children in the 
whole population of Vienna. The results of this investiga- 
tion are shown in the accompanying table. 


VACCINATION STATE OF ALL CHILDREN AND OF CHILDREN WITH 
PARALYTIC POLIOMYELITIS IN VIENNA, 1951-55 


Children with paralytic 


All children poliomyelitis 


Age 
(yr.) 
Vaccinated Unvaccinated Vaccinated Unvaccinated 
1 14,445 45,269 2 15 
2 43,660 18,155 20 11 
3 50,776 18,022 20 10 
4 55,466 23,577 27 6 
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At first sight the table seems to confirm Dr. MaclIver’s 


assumption, especially if we consider the first year of 


life. But the difference between the vaccinated and 
unvaccinated group is not statistically significant ; 
and so we cannot assert that smallpox vaccination 


protects in any degree against paralytic poliomyelitis. 
We believe that Dr. Maclver’s observations do not allow 
any conclusions as long as his material is not statistically 
proved. 

These findings are to be published in detail in the Wiener 
medizinische Wochenschrift. 


Bundesstaatliche 
Impfstoffgewinnungsanstalt, 
Vienna, 


K. BERGER 
F. PUNTIGAM. 


STREPTONIVICIN 


Srr,—As Mr. Lees has remarked (March 17), albomycin 
and streptonivicin (‘ Albamycin,’ Upjohn) are entirely 
different compounds. Detailed information on strepto- 
nivicin can be found in a series of publications from the 
Upjohn Company.!' By agreement between the co-dis- 
coverers, the Upjohn Company and Merck and Company, 
the generic name streptonivicin has been abandoned in 
favour of novobiocin. 

Department of Microbiology, 

The Upjohn Company, 


Kalamazoo, Michigan, ‘ ‘Qa 
U.S.A. CHARLES G. SMITH. 


PLASMA FIBRINOLYTIC ACTIVITY IN CIRRHOSIS 
OF THE LIVER 


Sir,—I would like to congratulate Dr. Kwaan and 
his colleagues on their extremely interesting papers 
(Jan. 21). It seems opportune to mention the results 
obtained eighteen months ago from an investigation for 
abnormal fibrinolytic activity in 6 patients with hepatic 
cirrhosis under the care of Dr. Sheila Sherlock at the 
Postgraduate Medical School of London. 


Firstly, however, I am a little disappointed to find that 
Dr. Kwaan and his colleagues make no mention of using a 
low-temperature technique between obtaining blood and 
setting up their tests, especially in the case of their healthy 
controls. 

The investigation of spontaneous fibrinolysis has been 
bedevilled by the lability of the factor responsible, which 
lability was first reported by us in 1952? and was confirmed 
in 1953.8 Until then fibrinolytic activity bad not been found 
in the blood of healthy people at rest, but had been noted only 
after severe stress. Once we had discovered that the fibrino- 
lytic factor is temperature-labile in unclotted blood and 
plasma, we demonstrated considerable fibrinolytic activity in 
blood taken from healthy people at rest. Later we showed 
that adrenaline and exercise probably only enhance what is 
normally present.* In fact, with our method the activity in 
the resting subject was.as great or greater than that found by 
Macfarlane after adrenaline injection, and our figures with the 
latter were correspondingly much greater. 

The relevance of these observations is that if blood or 
plasma to which an anticoagulant has been added is allowed 
to stand at room-temperature, its fibrinolytic activity is 
rather rapidly reduced. The labile fibrinolytic component is 
stabilised when clotting occurs, presumably by adsorption on 
the fibrin net work, and can in fact be adsorbed on to pre- 
formed clots from fibrinolytic plasma.’ (This, I would suggest, 
happened when Dr, Kwaan and his colleagues immersed their 
fibrin webs in fibrinolytic plasma.) The fibrinolytic component, 
according to our observations, is temperature-labile whether 
the blood is obtained from subjects at rest or after stress, or 
from cirrhotic patients. We have, however, some evidence 
that when fibrinolytic activity is massive its lability may 
be diminished. It follows, therefore, that unless the investi- 
gator of spontaneous fibrinolysis cools the blood samples 


1. Antibiot. Chemother. 1956, 6, 135. 


2. Fearnley, G. R., Revill, R., Tweed, J. M. Clin. Sci. 1952, 11, 309. 
3. Truelove, S. C. Jbid, 1953, 12, 75. 
4. Biggs, R., Macfarlane, R. G., Pilling, J. Lancet, 1947, i, 402. 


Fearnley, G. R., Tweed, J. M. Clin. Sci. 1953, 12, 81. 
Fearbley, G. R., Lackner, R. Brit. J. Hamat. 1955, 1, 189. 
Fearnley, G._R. 


= 
Pa 


Nature, Lond. 1953, 172, 544. 
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immediately and uses a low-temperature technique, or at least 
makes his clots at a standard time after venepuncture, he is 
in danger of obtaining discordant and confusing results. Now 
that fibrinolysis is giving rise to more general interest, the 
importance of recognising the lability of the fibrinolytic 
factor in unclotted blood and plasma cannot be too strongly 
emphasised. 

This criticism is not intended to cast doubt on the general 
conclusions reached by Dr. Kwaan and his colleagues, since 
they were dealing with massive fibrinolytic activity, with 
perhaps a consequent reduction of lability ; and if, as one 
supposes, their tests were set up shortly after the blood 
samples were obtained, the results are acceptable ; although 
the criticism does apply to the data obtained with healthy 
controls. One would, however, be grateful for information 
about how quickly the tests were set up. 

Concerning my own results with cirrhotic patients, the 
object was to determine whether such patients have enough 
fibrinolytic activity in their blood to jeopardise the stability 
of blood-clots formed in hemorrhage from cesophageal varices. 
Some of these patients bleed uncontrollably, and if massive 
fibrinolytic activity were present it might account for recurring 
hemorrhage leading to death. A number of investigations 
were carried out, but only the relevant ones are mentioned 
here. 

It was argued that if fibrinolysis in vivo were responsible 
for recurring hemorrhage the most rewarding measurement 
would be the lysis time of a whole-blood clot in vitro. We have 
found, however, that unless a whole-blood clpt lyses within 
about twenty-four hours of incubation, it is unlikely to lyse 
at all, being adversely affected in vitro by cellular breakdown 
which is manifested by deep brown discoloration within 
twenty-four to thirty-six hours. This is not so with whole- 
plasma clots or buffered-plasma clots.¢ The results of the 
several investigations on 6 patients with cirrhosis are, there- 
fore, given as the lysis times of whole-plasma clots with the 
lysis times of the whole-blood clots in parentheses where 
relevant (the method has been described °) : 


Case no. Ser Lysis times (hours) 
F 8*/, (11), 55, 5 (6"/,) 
2 F 13 (18), 57 
3 F 323, 76, 108 
4 F 128, 46, 94 
5 M 15*/, (17), 23 (27) 
6 M 3*/, (3"/_), 10 (13"/,), 97, 77, 10 (14), 92, 15 (18"/), 
47, 92, 96, 104 
Prolonged incubation of citrated plasma, diluted and 


undiluted, from these patients gave no reduction of fibrinogen 
content even when fibrinolytic activity was great, which agrees 
exactly with the results obtained by Dr. Kwaan and his 
colleagues. I would question, however, the authors’ statement 
about the lack of inhibition obtained with serum plasmin- 
inhibitor. They may be correct but they do not make it clear 
whether whole serum or a fraction was used. Certainly I found 
serum itself to be inhibitory. 

In three experiments in which the patient’s serum and my 
serum were added in increasing amounts to a 1: 10 dilution 
of the patient’s fibrinolytic plasma, there was a linear increase 
in lysis time, my serum being slightly more inhibitory than 
that of any of the 3 patients. The results accorded with the 
observations of Lackner and myself,* about the linear relation 
between dilution and lysis time in our study of normal 
fibrinolytic activity. 

None of these patients had operations or were given cortico- 
trophin during the period of observation. I concluded that on 
occasion fibrinolytic activity can be sufficient to impair the 
hemostatic mechanism, but that it was evidently rather 
variable in each patient studied. As we had been unable to 
produce significant alteration of fibrinolytic activity with 
corticotrophin and cortisone in healthy people and in patients 
with rheumatoid arthritis, the investigation was not carried 
further. 


The results obtained with corticotrophin by Dr. Kwaan 
and his colleagues are of the greatest importance and 
interest. It might be rewarding to try the effect of 
corticotrophin in cirrhotic patients with uncontrollable 
hemorrhage, together with observations on fibrinolytic 
activity : and no doubt they have this in mind. 


Gloucester Royal Hospital. GEORGE R. FEARNLEY. 


8. Fearnley, G. R., Lackner, R., Meanock, R. I. 


1953. 


Unpublished data, 
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THE LANCET 
Obituary 


CECIL ARMSTRONG CALVERT 
M.B. Belf., F.R.C.S.I. 


Mr. Calvert, director of neurosurgery at the Royal 
Victoria Hospital, Belfast, was killed in a motor accident 
on April 4, when on his way to the funeral of the late 
Mr. A. H. M. Eaton, of Omagh. The car in which he was 
travelling collided with another vehicle, and his com- 
panions, Prof. F. M. B. Allen and Dr., Ivan McCaw, 
were seriously injured. 

At his funeral service last Saturday, St. Anne’s 
Cathedral was filled to overflowing, and the streets out- 
side were lined with people. This was because he was 
a man of outstanding quality; and the following accounts 
of him, by two friends, show why he was so much respected 
and so much liked. 

+ * * 


Cecil Calvert was approaching sixty-two at the time 
of his death alchough he looked younger and still had 
more than ample vigour 
for the exacting nature of 
his work. He himself, how- 
ever, was not convinced of 
this ; for recently, one even- 
ing about 10 o'clock, he 
begged to be excused because 
he was feeling unaccount- 
ably tired. That day had 
been begun by operating 
from 2-9 A.M. on a patient 
with severe head injuries. 
Having completed this task 
he had gone home for break- 
fast and a bath, returning 
at 11 to operate on another 
patient, this time with a 
ruptured intracranial 
aneurysn. He had success- 
fully exposed and secured 
this by wrapping it with 
muscle and the patient had 
been safely returned to bed by 6 P.M., after which he 
had just had time for a hasty meal before proceeding 
to a meeting of the Surgical Journal Club, at which 
the above incident occurred. 

He was the second of the three sons of the late Mr. and 
Mrs. James Calvert, of Lurgan, his mother being an 
Armstrong of Tullyweel, Fivemiletown, co. Fermanagh. 
Educated at Lurgan College, his first serious interest 
was in astronomy, and it was with the idea of providing 
a livelihood, whilst he pursued further studies in this 
field that he decided first to enter the banking profession. 
Both of his brothers had elected to do medicine, a course 
to which he was not attracted until later, in 1916, in 
which year his younger brother Howard, then serving 
in the Army, was killed in action. Entering the Queen’s 
University of Belfast in 1917, he had a distinguished 
undergraduate career and qualified in 1922 obtaining 
first-class honours and an exhibition in the final examina- 
tions. After spending a year as resident in the Royal 
Victoria Hospital he applied himself to postgraduate 
study in surgery and was admitted to the fellowship 
of the Royal College of Surgeons of Ireland in 1926. 
Meanwhile his potential qualities had been recognised 
and he was appointed surgical registrar and tutor 
successively. Afterwards he worked for some years as 
clinical assistant to S. T. Irwin and with R. J. McConnell, 
two members of the visiting surgical staff of the Royal 
for whom he had particular regard, and for whose help 
in his early days he was always ready to acknowledge 
his indebtedness. 

It was about the same time that he met Geoffrey 
Jefferson through whom, I believe, he was probably 
inspired to interest himself especially in the surgery 
of the nervous system. This interest was fostered by his 
election to membership of the Society of British Neuro- 
surgeons in 1926. Thereafter, he was rarely absent 





(Henri, Belfast 


from meetings of the society, and with other members 
travelled widely in Europe, missing no opportunity of 
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learning about new techniques and advances in this 
special field. 

At home he had been appointed to the Ulster Hospital 
for Children and Women, and in 1933 to the honorary 
visiting staff of the Royal Victoria Hospital. He had 
begun consulting practice, taking rooms in 2, Lower 
Crescent which were let to him by the late Miss Bostock, 
then a personage in the nursing profession and just 
retired from her position as matron of the hospital. 
As his quite exceptional qualities became more widely 
known, pressure of work steadily increased, and soon he 
was doing his full share of surgery and night emergencies 
at the hospital, outpatient sessions, teaching, and making 
long journeys at all hours into the country, often to 
operate on difficult cases and in hastily improvised 
surroundings. On one occasion, during an exceptionally 
hard winter, he had to abandon his car in a drift and 
proceed on foot through the snow for many miles carrying 
his instruments and other sterilised equipment to answer 
the call of a doctor in Ballyclare at the bedside of a 
patient with an acute abdomen. 


Such a life would have provided ample satisfaction for 
most men, but between 1930-39 he found time to under- 
take, entirely on his own initiative, many operations on 
the brain and spinal cord which, being lengthy pro- 
cedures, had to be-undertaken at night, and then only 
when a theatre was available. Even so there was never 
any difficulty in getting volunteers to assist him and 
usually about 9 or 10 of an evening, when preparations 
had been completed, the operation would begin. The 
results, as is not surprising in the light of present know- 
ledge,. were not always encouraging ; it required courage 
to go on, and good humour and tact to brave the often 
disapproving looks of the night sister at such frequent 
disruptions of her routine ; but in time she became his 
staunch ally. So he carried on, often not leaving the 
hospital until 6 in the morning only to return two or 
three hours later (as fresh as if he had had a full night’s 
rest) to grapple with a heavy outpatient clinic. 

Shortly after the outbreak of war in 1939 he volunteered 
for military service and accepted the invitation of the 
late Sir Hugh Cairns to join him and others at the 
Military Hospital for Head Injuries, Oxford. Here 
he worked until the conclusion of hostilities, being 
promoted to the rank of lieut.-colonel. His exceptional 
skill as a brain surgeon, his phenomenal yet apparently 
effortless capacity for sustained physical and mental 
activity, and the care and thought he bestowed on the 
wounded men committed to his charge commanded the 
respect and affection of all those who worked with him. 
Whilst at Oxford he made some outstanding contributions 
to the surgery of wounds of the head which were pub- 
lished in the War Surgery Supplement of the British 
Journal of Surgery (1947).* The first was on Orbito- 
facio-cranial Gunshot Wounds and the second appeared 
jointly with his chief, Cairns, Peter Daniel, and G. B. 
Northcroft under the title of Delayed Complications 
after Head Wounds with Special Reference to Intra- 
cranial Infection. 

In 1946 he gave the annual oration to students at the 
opening of the hospital winter term, selecting as title 
for his address the Development of Neurosurgery (Ulster 
med. J. 1946, 15, 141). At its conclusion he made the 
following comments, the significance of which (as they 
applied to himself) may not have struck us then as forcibly 
as they now do. He said: 


“This brief record of the contributions to neurosurgery 
fails to take note of the spirit which infused the daily lives 
of the great men who laid its foundations and built up its 
various departments. Amongst other attributes common to 
them all was honesty of purpose, a simple desire for the 
truth and nothing but the truth.’’ He went on: “ one might 
say of each of them as Shakespeare said of Brutus—‘ His 
life was gentle and the elements so mixed in him that nature 
might stand up and say to all the world, This was a man.’ ”’ 
* Earlier pre-war publications had been Whitla’s Dictionary 

of Treatment (8th Ed.), of which he was joint editor, 
and a paper on Congenital Talipes Equino-Varus (Ulster 
med, J., 1933). He also published a paper on Injuries of 
the Frontal and Ethmoidal Sinuses during the war 
(Proc. R. Soc. Med., 1942). 
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In 1946-47 his colleagues on the staff of the Royal, 
and the board of management under the chairmanship 
of Senator Herbert Quin, succeeded in establishing a 
neurosurgical department for Northern Ireland at the 
hospital, and appointed Mr. Calvert its first director. 
Part of one of the general surgical wards was set aside 
for the purpose, and operating-theatre and staff provided, 
and in 1947 the new department began to function. 
In 1953, through the sustained interest of the chairman 
of the hospital and the approval of the Northern Ireland 
Hospitals Authority, a new theatre suite and wards were 
opened, and here in the past three years, at Quin House, 
he at last saw the realisation of all his hopes and ambitions 
to establish neurosurgery on a sound footing in Northern 
Ireland. In 1954 he had the great pleasure of acting as 
host to the Society of British Neurosurgeons on the 
occasion of their first visit to Belfast. He gave then a 
typically honest and severely critical account of his own 
personal experiences with a series of cases of spontaneous 
subarachnoid hemorrhage which he had treated as 
surgical emergencies. Last summer he went to Canada 
for the joint meeting between British and Canadian 
neurologists and neurosurgeons, and spent some time 
at the Institute of Neurology in Montreal and other 
centres in the United States. In the autumn he had been 
elected vice-president of the Ulster Medical Society. 

Simple statement of the chief events in a successful 
life does not always indicate the sources of a man’s 
claim to greatness. As a doctor, in every sense of the 
word, Cecil Calvert was one of the most outstanding 
men the Belfast School has produced. But he seldom 
published any of his work although we often urged 
him to do so. Writing did not come easily to him, for 
he had an exceptionally fine knowledge of neurological 
literature and was overcritical of the worth of his own 
observations. Shortly before his death he expressed 
a desire to give up part of his routine work in favour 
of making a special study of surgical aspects of the 
Parkinson syndrome and other extrapyramidal states, 
but he never claimed to have any particular aptitude for 
research. As a clinical neurologist he was the best 
we had. Often ill-defined physical signs which, if not 
missed, were accepted by others as being atypical 
though not inimical to the diagnosis suggested, proved 
as a result of his careful appraisal to be signposts 
ultimately leading to the true localisation and nature 
of the underlying lesion. Where he differed from most 
of us, and may possibly even be considered as unique, 
was in the freshness of outlook he could summon without 
effort to bear on each new clinical problem, a truly 
remarkable faculty which had to be seen to be believed 
and which showed no signs of failing at any period in his 
lifetime. He might weary of the topic under discussion 
at a committee meeting but he was never bored at the 
bedside or when taking a patient’s history, however 
laborious and time-consuming this might prove to be. 
To him there were no “ interesting’’ cases to whet 
his appetite or ‘“ purely functional’? problems to be 
dismissed after a perfunctory examination. Each new 
patient, no matter what his symptoms, was treated as a 
distinct entity and with that measure of kindly considera- 
tion and depth of absorption as could only arise from the 
conviction that the whole purpose of his being was to 
elucidate the particular problem then holding his 
attention. When he had completed his examination he 
would spend some time making notes in his distinctive 
neat script, and then he was ready for the next patient. 
Another characteristic trait was the problem which the 
question of fees presented to him. Before he gave up 
private practice, if patients offered to pay he accepted 
a modest fee, or more often put them off by saying it 
would do some other time, and his procrastination in 
sending out accounts was, of course, well known. 

Mr. Calvert's elder brother, Dr. Edwin G. B. Calvert, 
is senior physician to the Royal Northern Hospital, 
London; and he has two sisters, Mrs. R. R. Sayers and 
Mrs. Allen, wife of Prof. F. M. B. Allen. He married in 
1930, his wife, Eileen, being the second daughter of the 
late Mr. and Mrs. Henry Healey of The Fort, Lisburn. 
From her he received devoted loyalty and support. 
Many visitors to their lovely home at the Spa, Bally- 
nahinch, and later at Newtownbreda, will remember the 
graciousness and warmth of the hospitality;she provided. 
To his intimate friends he often admitted how much he 
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owed to her, and indeed this could easily be discerned 
by all who knew them; each having a deep regard and 
affection for the qualities of the other. R. S. A. 


During the late war, Cecil Calvert was chosen by 
Sir Hugh Cairns to be officer in charge of the surgical 
division at the Military Hospital for Head Injuries 
(Oxford), and in this capacity he shouldered the main 
burden of brain surgery in that hospital. The most 
difficult and time-consuming cases were generally put 
on his operating-list, as everyone knew that he would 
spare no effort and grudge no time in achieving his self- 
challenging standards; for only the best would satisfy him. 

Perhaps the worst types of brain wound, from the 
surgical point of view, were those which shattered the 
floor of the anterior fossa. The debridement of the wound 
had to be followed by a tedious repair of the torn 
meninges, and Calvert’s success with these difficult 
cases was unrivalled. During the invasion of Europe 
there were fresh cases admitted in groups nearly every 
day, and bis life during long periods consisted of operating, 
sleeping and eating. 

Calvert was so modest and unassuming that we often 
wondered whether he realised the importance of his 
work, and certainly he would vigorously disclaim any 
attempt to describe it in terms commensurate with its 
great worth. As a professional colleague and friend no-one 
could have been easier to work with. Clinical problems 
were discussed with all who could possibly help, advice 
was carefully listened to, and differing vfews would be 
balanced fairly against his own before a final decision 
was taken. A keen sense of humour led to words of 
kindly banter being exchanged, but there was never any 
possibility that either personal dignity or prestige of his 
specialty would be allowed to interfere with the main 
object of his work, which was to do the best that was 
humanly possible for the patient. 

By his tragic and sudden death at the height of his 
career, British neurosurgery has suffered a grievous 
loss, and many of us have lost a great friend. 

W. R. R. 


FRANCIS EVELYN JARDINE 
M.B. Edin., F.R.C.S.E. 


As we announced last week Mr. Frank Jardine died on 
March 27 at his home at Elie, Fife, to which he had 
retired. 

He was educated at George Heriot’s School and at the 
University of Edinburgh. After he graduated in 1908, 
he held house-appointments at the Royal Infirmary and 
later became private assistant to Francis Caird, whose 
surgical disciple he was. In 1912 he took the F.R.C.S.E. 
and in 1919 he was appointed assistant surgeon to the 
Royal Infirmary. He also served on the staffs of the Vert 
Memorial Hospital, Haddington, the Dumfries and 
Galloway Royal Infirmary, the Kirkcaldy Hospital, and 
the Royal Victoria Tuberculosis Trust. From 1947 to 


1949 he held office as president of the Royal College of 


Surgeons of Edinburgh, and in 1950 he retired from the 
staff of the Royal Infirmary. 

W. Q. W. writes: 

“Frank Jardine’s surgical technique was based on that 
of Caird, and, though in some respects he was excessively 
conservative, his methods, on the whole, were sound and 
successful. He was associated with the department of anatomy 
in the University of Edinburgh for many years, first as 
demonstrator and later as lecturer in applied anatomy, and 
there is no doubt that his thorough knowledge of anatomy 
contributed a great deal to his success as a surgeon. He was 
an excellent teacher and his simple direct style and often 
homely or humorous illustrations made him a great favourite 
with undergraduates. He understood hospital patients well 
and was able quickly to get on easy terms with them: his 
exchanges, sometimes in the vernacular, were often most 
entertaining to his students and were appreciated by the 
patients. Apart from his professional career, he will be long 
remembered for his personal qualities. He had a gift for 


friendship, which included his own teachers, his colleagues, his 
patients, his students, and his nursing staff. His hospitality, 
both at Edinburgh and Elie, leaves grateful memories to 
many. He had a great sense of fun and appeared to see only 
the brighter side of life; his ready wit and quickness at 
repartee made him excellent company whether in his own 
home or at social gatherings. His recreations were golf and, 
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in his later years, gardening, both of which he was able to 
enjoy to the full at his charming home at Elie where he had a 
happy time with his family and grandchildren. 


Mr. Jardine leaves a widow and three daughters. 


BARBARA TCHAYKOVSKY 
M.D., B.Sc. Lond., D.P.H. 

Barbara Tchaykovsky, who died in her 8lst year on 
Feb. 5, was the eldest child of Nicholas Tchaykovsky, 
the well-known Russian educationalist and reformer, who, 
under the Czarist régime, was forced to leave his country 
in the ’70s of the last century. After a period in the 
United States, where Barbara was born, the family came 
to England and settled in Harrow, which remained their 
permanent home. She was educated at the North London 
Collegiate School for Girls, Bedford College for Women, 
and the Royal Free Hospital. She was a brilliant student, 
and, although her medical studies were protracted 
because she had to earn her living by teaching and 
coaching, she graduated M.B. Lond. in 1906 and M.D. in 
1908, when she was awarded the university gold medal 
in State medicine. She had already obtained the D.P.H. 

After qualification she was appointed a part-time school 
medical officer under the London County Council, a 
position which she held until her retirement under the 
age-limit in 1940. She also held appointments as medical 
officer to a few private schools. During the whole of her 
professional life she gave her spare time, her energies, and 
her means, to the furtherance of the maternity and child- 
welfare movement. In 1912 she founded a dental clinic 
for the school-children of Harrow and district, at a time 
when there was no provision for treatment of the dental 
defects revealed at school medical inspections. This 
was followed in 1915 by the foundation of the Wealdstone 
Day Nursery and, associated with it, the first baby clinic 
and antenatal clinic. Her efforts were largely responsible 
for the establishment of the first municipal baby clinic 
in the district and for the formation of a special maternity 
and child-welfare subcommittee of the local public-health 
committee on which she herself served for over twenty 
years. She also founded the Council of Child Welfare for 
Harrow and District, which coérdinated the voluntary 
services dealing with antenatal, dental, massage, and sun 
treatments, an observation ward for ailing babies, and a 
clinic for child guidance. It was not until 1937 that 
responsibility for all these activities, created largely 
through her personal energy and enthusiasm, was jointly 
assumed by the Middlesex County Council, the Harrow 
Urban District Council, and the Harrow Hospital. 

H. C. writes: ‘‘ Dr. Tchaykovsky was endowed with a 
typical Russian temperament, marked by great enthusi- 
asm and driving power. She was generous to a fault and 
would respond without stint from her modest resources 
to appeals for help. She will be greatly missed by her 
friends, who loved her for her personal qualities and 
admired her for her devoted public service.” 


THOMAS ROBSON 
M.D. Lond., M-R.C.P. 

Dr. Robson, senior physician to the Royal Victoria 
Hospital, Bournemouth, who died at his home on March 22 
at the age of 54, was born in Cardiff, the son of a consult- 
ing engineer. Educated at the Cardiff High School, he 
began his medical studies in Cardiff and continued them 
at St. Thomas’s Hospital. He qualif'ed in 1923 and after 
a period as resident physician under Dr. Frank Eve at 
the Royal Infirmary, Hull, he went into practice at 
Royston, Herts. While in this general practice he took 
the M.p. Lond. and M.R.c.P. In 1930 he moved to Bourne- 
mouth where he was for some years in partnership with 
the late Dr. Bottomley. He became physician to the 
Cornelia and East Dorset Hospital, Poole, and was later 
appointed an assistant physician to the Royal Victoria 
and West Hants Hospital, Bournemouth: in 1939 he 
became a full physician. He took an active part not only 
in the clinical work of the hospital but also on its admin- 
istrative side, and for some years was vice-chairman of 
the board of management. He was also the secretary of 
the Bournemouth Medical Society. 

T. R. A. writes: ’ 

Tom Robson was always a bonny fighter. Though born in 
Wales, his roots were in the North Tyne, the home of the 
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turbulent Robson clan of whom Trevelyan says “ they paid 
little heed to the things writ or even to the feudal power of 
the Percies.’’ Collaterals of George Stephenson, his people 
were railway engineers who drove the iron roads through 
Britain ; and this iron and this driving force were part of 
his nature. Here indeed was a physician with the brain of an 
engineer, clear-cut as a precision tool, penetrating to the root 
of the matter, all trimmings and superfluities shorn away, a 
brilliant diagnostician. He fought to establish the position 
of the physician and to prevent the splitting of general 
medicine into too many branches. He believed that when all 
laboratory tests had been assayed and all specialists had had 
their say, there would always be the need for someone with a 
wide knowledge, not only of medicine but of life and philosophy, 
to give a final opinion. He fought against death, when it 
approached his patients, as if it were a personal affront ; all 
his forces were mobilised, no time or effort was spared. He 
rejoiced over each victory and mourned each loss. His great 
capacity for work and his complete inability to relax finally 
ended in his own defeat, after a long courageous struggle 
against ill health. ‘‘ After life’s fitful fever he sleeps well.” 
He will live long in the memories of both doctors and patients 
in this part of the country. 


Dr. Robson is survived by his wife and a daughter, 
Dr. Margaret Robson, and a son who obtained an open 
scholarship at St. John’s, Cambridge, and is studying 
medicine there. : 

Dr. J. E. O°’ LOGHLEN 

K. B. writes : 

In these days, when it is fashionable to stress the importance 
of general practice, the death of Dr. O’Loghlen should not 
pass without notice, since few of the last generation can have 
done more to enhance its status. His versatility was remark- 
able. He was skilled in the practice of the many minor surgical 
procedures which fall within the scope of the general practi- 
tioner—and indeed some major procedures, for his rectal work 
attracted and kept patients from far afield. He neglected no 
specialty. In medicine his knowledge and ability were great, 
while a host of patients have reason to be grateful to him for 
his gifts in the diagnosis of orthopedic ailments of all kinds 
and their treatment, especially by manipulation. His ability 
seemed sometimes to be based on a special sense, but was in 
reality founded on a solid basis of anatomy, the study of which 
he continued throughout his life. 

His concern was always where possible for the re-education 
of his patients and the prevention of the faulty habits which 
had led to their disease. His storehouse of advice, particularly 
about minor ailments, was an unending surprise. He gave 
his time in strict proportion to his patients’ needs, wasting 
little on the idle and the trivial, but showing the utmost 
concern for those who were really ill. He always kept in 
touch with those whom he had had to refer to a specialist. 
He wore his great kindness of heart under a cloak, but those 
who knew him were not misled. 


Mr. F. J. F. BARRINGTON 
R. E. S. writes: 


‘“T knew Mr. Barrington because he hired my father’s 
shooting in Norfolk and he invited me to join him on several 
occasions. He understood the way of birds and would walk 
long distancts for them. I often thought his insistence on 
being on the outside had its advantages and was convinced 
of it when at the end of a long walk we approached a field of 
kale on the outer side of which was a strip of stubble. Down 
this he walked a little ahead of me and at the end was as 
fresh as is the month of May compared with us who emerged 
soaked to the umbilicus and with wet mildew clinging to our 
jackets. But all was soon forgotten as he handed round his 
flask, remarking that he thought the risk of contagion was 
small. I feel sure those Saturdays from September to January 
restored his mental energy and kept him ‘a fellow of infinite 
jest, of most excellent fancy.’ ”’ 


P.H.M.-B. writes : 


Barrington was by every measure an exceptional personality. 
As I saw his lank slim figure, hatless as usual, carrying the 
inevitable despatch case, swinging down Harley Street before 
turning into Marylebone Road the night before he died, 
I little thought that I had seen the last of my old friend. 
Although I well knew the wide field of science over which his 
mind ranged, it was in natural history, and especially in 
ornithology, that we met on common ground. Snorker was a 
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first-class observer and a good bird man. He was a constant 
attender at meetings of the British Ornithologists Club. 
He rarely spoke in the formal discussions and I do not believe 
that I ever heard him read a paper, but his comments and 
remarks delivered in his honest-to-God manner were always 
pithy and to the point. I remember a heated and apparently 
interminable argument between two eminent ornithologists 
upon the exact method employed by the cuckoo in laying its 
egg and swallowing it, as had been claimed. The question arose 
as to what the cuckoo did next. During an awkward lull 
came a typical ‘“ snork”’ which expressed in vivid ward- 
room phrases his opinion of the question. The male members 
endeavoured to hide their mirth, but the ladies gazed at 
each other like hen pheasants startled by the bark of a fox. 





A memorial meeting for Prof. Samson Wright has been 
arranged by the Middlesex Hospital Medical School and the 
Friends of the Hebrew University of Jerusalem. It will be 
held on Thursday, April 19, at 5 p.m. at the University of 
London Institute of Education, Senate House, W.C.1. 


Births, Marriages, and Deaths 


BIRTHS 


FLATT.—On March 20, in New York Hospital, U.S.A., to Adele, 
wife of Adrian Flatt, M.D., F.R.C.8.—a son. 

HOLLMAN.—Opn March 31 at University College Hospital, London, 
to Catharine and Arthur Hollman—a daughter, Anne Sheila, 
sister to Margaret and Susan, 

Riviin.—On April 4, at Liverpool, to Dr. Mona Rivlin (née Harris), 
wife of Dr. J. J. Rivlin—a daughter. 

WILKINSON.—On March 8 at Hammersmith Hospital, W.12, to 
Vera (née Bell), wife of Dr. R. W. Wilkinson—a daughter. 


Appointments 


BARLING, A. S., M.R.C.S.: appointed factory doctor, Market Deeping. 
Lincolnshire. i 

BeRGIN, J. T., M.B. N.U.1.: registrar in mental deficiency and child 
psychiatry, Little Plumstead group of hospitals. ; 

BICKERSTAFF, E. R., M.D. Birm., M.R.C.P.: part-time consultant 
neurologist, Shrewsbury group. 

Boy.e, P. J.. M.B.N.U.I. D.A.: asst. 
Staffordshire. 

Brown, T. J. G., M.B. Sydney: surgical registrar, North Cambridge- 
shire Hospital, Wisbech. 3 

Cuamp, C. J., M.D. Lond., M.R.C.0.G.: consultant obstetrician and 
gynecologist, Amersham General Hospital. 

DAVITT, SHEELAGH M., M.B. N.U.I.: M.O. school health, Manchester. 

Grirriras, C. I., M.B. Birm., D.M.R.D.: whole-time consultant 
radiologist, Lichfield, Sutton Coldfield and Tamworth and 
Birmingham (Dudley Road) groups. 

HiteMAN, F., M.B. Belf., M.R.c.P.1.: whole-time asst. pathologist 
(s.H.M.O.), Lancaster and Kendal group of hospitals. 

Lawson, J. I. M., M.B. Edin., F.F.A. R.C.8., D.A. : anesthetist, Dundee 
Royal Infirmary. 

Porrer, J. M., M.B. Camb., F.R.C.8.: part-time consultant neuro- 
surgeon, Manchester Royal Infirmary and Parkside (Mental) 
Hospital, Macclesfield. 

REINOLD, D. G., M.R.Cc.s.: registrar in genera surgery, Royal 
Cornwall Infirmary, Truro. 

SLADDEN, R. A., D.M. Oxfd, D.T.M.: 
Northampton and Kettering area. 

SUMMERS, FRANK, M.B. Lond.: M.O.H., Lambeth. 

WELLS, A. L., M.B. Camb., D.L.O., D.OBST. : appointed factory doctor, 
Beccles, Suffolk. 


South Western Regional Hospital Board : 
Barry, D. M. R., M.B. Dubl., D.M.R.D. : 
South Somerset clinical area. 
CHANDLER, C. C. D., M.B. Lond., F.F.A. R.C.S., D.A.: 
registrar, Frenchay Hospital, Bristol. 
Ner, L. E., M.B. Madras, F.R.cC.S.: senior surgical registrar, 
thoracic unit, Hawkmoor Chest Hospital, Bovey Tracey. 


East Anglian Regional Hospital Board 
Grnson, 8. W. N., M.B. Belf., F.R.0.8., D.O. : consultant ophthalmic 
surgeon, Norfolk and Norwich hospital group. 
Kay, M. D., M.B. Cape Town: medical registrar, Ipswich and 
East Suffolk Hospital. 
Naunton, W. J., M.B. Camb. D.0.M.8.: consultant ophthalmic 
surgeon Norfolk and Norwich hospital group. 


county and school M.o., 


consultant pathologist, 


consultant radiologist, 


anesthetic 


The Hospital for Sick Children, Great Ormond Street, London : 
Barn, D. W., M.B. Lond., F.R.c.8.: surgical outpatient asst. 
BENSON, P. F., M.B. Lond., M.R.O.P., D.C.H.: house-physician. 
COHEN, MAURICE, M.B. Lond.: house-surgeon. 

MacDERMOT, VIOLET D., M.R.C.S., D.c.H.: senior house-officer, 
department of neurology and neurosurgery. 
McKer, J. A.. M.D. : house-physician. 


MANDELL, B. B., M.B. Witw’srand: house-surgeon, orthopedic 
and plastic departments. 

STEPHENS, ROSEMARY, M.B. Lond., D.c.H.: asst. medical registrar. 

Wuirtkr, R. H. R., M.B. Camb., M.R.C.P., D.C.H.: house-physician, 
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Notes and News 


WELLCOME MUSEUM OF ORTHOPEDICS 


At the Institute of Orthopedics ' on April 4 Sir Henry Dale 
opened a new Wellcome museum. With what he described 
as a modest allocation of money, and certainly with a modest 
allowance of space, the organisers have evidently given a 
great deal of care, time, and knowledge to the creation of 
this museum. Indeed, Sir Henry implied that if the Wellcome 
Trustees could rely on the institute’s success as a precedent, 
they would hesitate ever to make more generous grants. 

The era when morbid-anatomical specimens were regarded 
as the fountainhead of all medical teaching has passed : it is 
the intimate structure of the cells and the chemical changes 
in the blood that now chiefly claim our attention. A museum 
today must therefore do far more than provide space for row 
upon row of dust-collecting pots; and, to be useful to the 
clinician, a museum of bone and joint pathology requires, in 
particular, X-ray plates, microscopic slides, and clinical and 
biochemical data. The way in which, in this Wellcome 
museum, almost complete visual representation has been given 
to a number of orthopedic diseases reflects the highest credit 
on Dr. H. A. Sissons and his team. In the section of metabolic 
bone diseases especially, they have done remarkably well— 
by judicious selection and uncrowded display of naked-eye 
specimens, histological slides, and radiographic plates, with 
concise, illuminated captions. 

The present exhibition, entitled Pathology* of Bones and 
Joints, will remain open until April 27. 


MELLANBY AND THE VITAMINS 


At the time of his death Sir Edward Mellanby was chairman 
of a committee which had been entrusted by the British 
Council with the task of organising a symposium on Recent 
Research on Vitamins. As a tribute to a great investigator in 
this field, the current number of the British Medical Bulletin, 
in which the symposium has been published, is arranged as 
a memorial volume. Sir Rudolf Peters has contributed an 
introduction, and Sir Charles Harington a short appreciation 
of Mellanby’s work and character. Dame Harriette Chick and 
Margaret Hume refer to his many years of service in presiding 
over the Accessory Food Factors Committee. 

One ef Mellanby’s main interests was the study of bone 
formation, and particularly the influence on bone of vitamins 
A and D. In the symposium Honor B. Fell describes investi- 
gations, in which she collaborated with Mellanby, on the 
effect of excess of vitamin A in disorganising the growth of 
bone in tissue-culture. W. I. M. Holman and R. A. McCance 
review the réle of several vitamins on bone formation, and 
they cover Mellanby’s early work on vitamin D and on the 
anti-calcifying action of phytic acid. Vitamin A is the main 
subject of an article by R. A. Morton and T. W. Goodwin, and 
this vitamin also figures in contributions by H. M. Sinclair on 
vitamins and the skin, by Antoinette Pirie on vitamin 
deficiency and vision, and by M. E. Coates, 8. K. Kon, and 
J. W. G. Porter on vitamins in animal nutrition. 

E. Lester Smith describes the structure of vitamin B,,, as 
elucidated by Sir Alexander Todd, Dorothy Hodgkins, and 
their colleagues: the locating of the cobalt atom and cyanide 
group at the centre of an incomplete porphyrin system has 
been a great triumph both for British chemists and for X-ray 
crystallography. L. J. Witts discusses the levels of B,, and 
other B vitamins in the blood and gastro-intestinal tract, 
particularly in relation to pernicious anemia, C. E. Dalgliesh 
traces the complex paths by which the amino-acid tryptophane 
can be converted into the vitamin nicotinamide; another 
vitamin, pyridoxine, takes part in the conversion. Adrien 
Albert reviews the important subject of antivitamins, anti- 
metabolites, and chemotherapy. Discussing vitamins and the 
protection of the liver, C. H. Best, C. C. Lucas, and Jessie H. 
Ridout refer mainly to the lipotropic action of choline and 
other substances with labile methyl groups. 

Outlining our knowledge of the biochemistry of vitamin C, 
L. J. Harris points to topics requiring further research, such 
as the reasons for the somewhat haphazard distribution of 
vitamin C in animal and plant life. L. W. Mapson deals with 
the effect of commercial processing on the vitamin content of 
foods. New ground is broken by T. Moore in an article on 


1. The Institute of Orthopedics (University of London), 234, Great 
Portland Street, London, W.1. 
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vitamin E: he reviews experiments by Taylor on the protec- 
tion of rats against the hemolysis induced by hyperoxia, and 
suggests that the known low vitamin-E levels in premature 
infants may be a contributory factor in the precipitation of 
kernicterus or retrolental fibroplasia after exposure to oxygen. 
In a stimulating end to the symposium, B. S. Platt’s topics 
include civilisation and the sophistication of food ; the applica- 
tion of the principles of nutrition through the agency of 
official organisations, such as F.A.O. and W.H.O.; and 
concepts of balance, whether between different vitamins in 
the body, between nutrients in a diet, or even between the 
size of the world and the number of its inhabitants. 

As scientific editor, Professor Platt has produced a sym- 
posium which Mellanby would have commended for the 
way it sets out the achievements of the science of nutrition, 
and particularly its application to clinical medicine. 


A HOSPITAL CENTENARY 


Tse Hospital of St. John & St. Elizabeth, London, this 
year celebrates the centenary of its foundation. It is a 
Catholic foundation, though the majority of its patients are 
non-Catholics, and it is outside the National Health Service. 
Patients are asked to pay what they can afford, and on 
average they contribute about £4 a week towards their total 
expenses of £15. Otherwise the hospital depends on voluntary 
contribution. Admissions rose from 1783 in 1947 to 2578 
in 1954. Over the same years the hospital’s annual income 
increased from £42,000 to £92,000 and expenditure from 
£75,000 to £110,000. The hospital has opened a centenary 
appeal for £250,000 to clear the accumulated deficit, renew 
equipment, and provide more accommodation for training 
nurses. Donations should be sent to the fund, c/o Barclays 
Bank, 54, Lombard Street, E.C.3. 


MEDICAL RESEARCH IN MALAYA 


THE Colonial Development and Welfare Act of 1946 was 
planned to promote the welfare of Colonial territories by 
financial grants for approved schemes. The benefit to Malayan 
medicine from this aid has been incalculable ; and its proposed 
extension to 1966 foreshadows continued support. 

The report for 1954 of the Institute for Medical Research at 
Kuala Lumpur is replete with information on bacteriology, 
serology, biochemistry, nutrition, pathology, virus research, 
medicine, zoology, entomology, and malariology. The institute, 
directed by Dr. J W. Field, has been linked with the Research 
Department of the United States Army and Graduate School. 
Collaboration began in 1947 with a clinical trial of chloram- 
phenicol in the treatment of scrub-typhus. Since 1948 five 
American medical research teams, financed by the U.S. 
Treasury, have worked in the institute; and now a small 
American group is engaged there on the transmission of 
Japanese-B encephalitis, the leptospiral infections, and the 
efficacy of leech repellants. Recent years have also witnessed 
increased liaison with the Army Medical Services, for which 
the jungle operations against Communist terrorists, the excel- 
lent hospital facilities of the Army in Malaya, and the deploy- 
ment of many keen young doctors have been responsible. 
The Army service has for the first time in Malaya isolated 
Japanese-B virus from a human infection. In February, 1954, 
laboratories for the study of virus diseases were opened. 

This report gives some indication of the increasing value 
and amount of work undertaken at the institute. 


THE AMBULANCE SERVICE 


CONCERNED by the increasing cost of the ambulance service 
(in the past three years this has risen by some 30% to about 
£10 million a year) and by its difficulty in meeting all demands, 
the Ministry of Health has made a fresh approach to hospital 
and local health authorities. Over 60% of all calls on the 
service come from hospitals, and hospital authorities are 
asked to appoint a single person in each hospital to coédrdinate 
requests for ambulance transport. The decision whether an 
ambulance or hospital car is needed should, says the Ministry,' 
be a medical responsibility ; and only exceptionally should 
this responsibility be delegated to the nursing staff. Local 
health authorities are asked? to ensure that the medical 
ofticer of health is closely associated with the ambulance 
service ; and suggestions for more economical and efficient 
operation include use of radio communication and of hemmed 


1. H.M.(56)28. 
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canvas sheet stretchers with removable poles, to lift patients 
from an ambulance stretcher on to a hospital bed, thus saving 
delay of the ambulance through its having to wait for the 
return of its stretcher. 


FOUNDERS OF DERMATOLOGY 


In the Harveian oration for 1951 Sir Archibald Gray 
gave an account of the history of dermatology from the time 
of Harvey.! He has now used the Prosser White ovation to 
discuss the Founders of Modern Dermatology.* 

In the main he describes the work of three men—-Joseph 
Jacques Plenck (1738-1807) who worked in Vienna, and two 
Yorkshiremen, Robert Willan (1757-1812) and Thomas 
Bateman (1778-1821). Willan came to London in 1781 and 
worked for more than twenty years as physician to the 
Public Dispensary in Carey Street where he was joined by 
Bateman in 1801. Willan set out to define the lesions and 
collate the various disorders of the skin, producing a simple 
classification on a morphological basis, and Bateman 
popularised Willan’s work in a book which ran into many 
— Plenck had produced a classification at an earlier 

ate. 

Most of Sir Archibald’s address consists in a critical and 
detailed assessment of Plenck’s and Willan’s contributions. 
Plenck undoubtedly had the originality to introduce the 
morphological system of nomenclature. Willan copied and 
clarified this, but what is more important is that he introduced 
@ nomenclature which with some modifications has been 
universally accepted. He, more than anyone, is recognised 
as the founder of modern dermatology. Willan was also 
interested in epidemic diseases, and published annually from 
1796 to 1800 monthly reports on the weather and prevailing 
diseasés in London which is considered a pioneer work, and 
which was continued by Bateman from 1804 to 1816. He 
was partly responsible for’the founding in 1801 of what 
afterwards became the London Fever Hospital, and was one 
of the original extraordinary physicians. 


MEDICAL FILMS 


Tue following films have been added to the library of the 
International Cripples Association. 

Treatment of Poliomyelitis with Curare and Stretching 
(16 mm., silent, black-and-white, 10 minutes. U.S.A., 1954. 
Victor H. Raisman, m.p., Kew Gardens Hospital, New York). 
—This shows the improvement in a 17-year-old boy under 
treatment with curare and stretching, at intervals from three 
weeks to two years after a severe attack of poliomyelitis. The 
emphasis is on the results obtained rather than on details of 
the treatment, and there is no indication of the dosage of 
curare used, This film is of interest to physiotherapists. For 
specialists in phy8ical medicine it includes insufficient clinical 
detail. 

Bugnet’s Neurotherapeutic Method (16 mm., sound, black- 
and-white, 29 minutes. Netherlands, 1954).—This film out- 
lines the theory, application, and results of Bugnet’s therapy 
for re-educating muscles after poliomyelitis. It opens with a 
short introduction in which the principle of muscle activation 
by bombardment with stimuli is explained and the underlying 
physiology is shown on charts. Examples of the use of the 
standing, walking, and grasp reflexes are shown. The second 
half of the film is devoted to a series of cases illustrating the 
application of the technique. This long film leaves no clear 
impression of the procedure or its advantages. The exposition 
is muddled and the conclusions are confused. 

Mrs. Hazard’s House (16 mm., sound, colour, 11 minutes. 
U.S.A. Adviser: Harry F. Dietrich, M.p.).—This is a propa- 
ganda film, encouraging greater care in the prevention of 
accidents to children in the home. 

It opens with a visit to Mrs. Hazard’s house, in which various 
hazards are depicted in a series of still cartoon pictures while Mrs. 
Hazard describes the accidents she devises to change children into 
statistics. Dr. Dietrich is then introduced, and he remarks that 
accidents in the home cause more deaths annually than do disease 
or traffic accidents. Finally a few examples of hazards in the 
American home of a young couple with an infant are shown, and 
the film ends by recommending that leaflets be obtained from local 
health authorities. 

Though designed for American audiences, this film might 
be useful in this country for selected general audiences. 

Further information about these films may be obtained 
from Dr. Francis Bach, la, Devonshire Place, London, W.1. 





1. Lancet, 1951, ii, 795. 
2. Trans. St. John’s Hosp. derm. Soc. Autumn, 1955. 
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University of St. Andrews 
On July 3 the honorary degree of LL.p. will be conferred on 
Sir James Learmonth, regius professor of clinical surgery in 
the University of Edinburgh. 
International College of Surgeons 
Sectional meetings of this college will be held at Amsterdam 
(April 28 and 29) and at Nantes (May 14-16). A Continental 
clinical cruise will also be held during May. Further par- 
ticulars may be had from Dr. J. F. Brailsford, 20, Highfield 
Road, Edgbaston, Birmingham, 15. 


Central Midwives Board 


Mr. Arnold Walker has been re-elected as chairman and 
Prof. A. A. Moncrieff as deputy chairman. 


London School of Hygiene and Tropical Medicine 

Sir James Kilpatrick has been appointed to succeed Prof. 
Bradford Hill, F.R.s., as dean of the school. He will take office 
on March 1, 1957, when he retires from his present post of 
director-general of the medical services of the Royal Air 
Force. 


Queen’s Institute of District Nursing 

This institute is to hold a meeting at Church House, 
London, 8.W.1, on Wednesday, June 6, at 2.30 P.m., to discuss 
the part of the district nurse in the prevention and care of 
mental ill health. Dr. Kenneth Soddy and Dr. L. 8. Davies 
will speak. Further particulars may be had from the general 
secretary of the institute, 57, Lower Belgrave Street, S.W.1. 


Research in Leukemia 

The Leukemia Society, Inc., formerly the Robert Roesler 
de Villiers Foundation, will award grants-in-aid and fellow- 
ships to support research on leukemia during 1956-57. Further 
particulars may be had from the Regius Professor of Physic, 
University Department of Medicine, Tennis Court Road, 
Cambridge. 


International Cybernetics Congress 

This congress is to be held, under the patronage of the 
Belgian ministry of education and of UNesco, at Namur from 
June 26 to 29. The programme will be divided into the 
following sections: principles and methods of cybernetics ; 
mechanical brains; automation; cybernetics and _ life. 
Further particulars may be had from the commercial counsellor, 
Belgian Embassy, 103, Eaton Square, London, 8.W.1. 


Reablement of the Blind 

The World Council for the Welfare of the Blind and the 
World Veterans Federation are sponsoring a seminar on this 
subject which will be held at the Royal National Institute 
for the Blind, 224, Great Portland Street, London, W.1, on 
Monday, Apri! 23, at 10 a.m. Mr. Lain Macleod, Minister 
of Labour and National Service, will be the principal speaker. 


Ophthalmological Society of the United Kingdom 

The annual congress of this society will be held at 1, Wim- 
pole Street, London, W.1, on Thursday, Friday, and Saturday, 
April 26, 27, and 28. On Thursday at 9.45 a.m. Sir Stewart 
Duke-Elder, Mr. P. L. Blaxter, Mr. 8S. J. H. Miller, and Prof. 


G. P. Sourdille will be the opening speakers in a discussion 
on the Early Diagnosis of Glaucoma. On Friday at 2 P.M. 
Mr. A. J. B. Goldsmith, Dr. M. Lederman, and Dr. J. A. 


Dudgeon will speak in a symposium on Herpetic Infections 


of the Outer Eye. 


The Doctor in the Chair 

Alderman G. H. Goulden, the mayor of Salford, who is also 
deputy chairman of the local executive council, protested at 
a meeting of the city council (Manchester Guardian, April 5) 
at the election to the chairmanship of the executive council 
of a doctor under contract with the National Health Service. 
Alderman G. W. Davis said that at a meeting of an executive 
council he found himself surrounded by doctors, dentists, 
pharmacists, and other professional men. At the election of 
the chairman there had been 6 laymen to 17 professional men. 
Alderman Dr. Shlosberg pointed out that when 
complaints against professional men were being heard it was 
customary for an equal number of laymen and professional 
men to sit under a chairman with a knowledge of law. Coun- 
cillor John Hall described the administration of the health 
service as topsy-turvy, with non-medical superintendents 


Joseph 


running hospitals and medical men in places where laymen 
would be expected. 


DIARY OF THE WEEK 
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International Society of Surgery 

A general meeting of British members of the society will 
be held at 3.15 p.m. on Friday, April 20, in the Royal College 
of Surgeons, Lincoln’s Inn Fields, London, W.C.2. 


Institute of British Photographers 

Medical Group.—A conference will be held by this group 
at St. Bartholomew’s Hospital, London, E.C.1, on Saturday, 
April 21, at 2 p.m. Tickets can be had from the medical 
secretary of the institute, 49, Gordon Square, W.C.1. 


Family Planning Association 

On Tuesday, April 17, at 6.15 pP.m., this association is 
holding a meeting at Caxton Hall, London, 8.W.1, when 
Mr. J. Bronowski, PH.D., Mr. Julian Huxley, F.R.s., and 
Canon Mervyn Stockwood will answer questions on Parent- 
hood—-by Choice or by Chance. 


Aims of Medical Education 

The London region of the British Medical Students’ Associa- 
tion is holding a symposium on this subject at the London 
Hospital, E.1, on Saturday, April 21. Tickets may be had 
from the B.M.S.A., B.M.A. House, Tavistock Square, London, 
W.C.1. 


International Meeting on Electro-encephalography 
The E.E.G. Society are holding an international European 
meeting from May 24 to 26 at the Royal College of Surgeons 
of England, Lincoln’s Inn Fields, Londog, W.C.2. The 
subjects chosen for discussion are: instrumentation, record- 
ing, and processing methods; and drug effects and E.£.G. 
Non-members may obtain further particulars from Dr. S. L. 


Sherwood, National Institute for Medical Research, Mill Hill, 
Lh & Ss 
Guildford Group Hospital Management Committee has sent 


to over 100 local general practitioners a pamphlet describing the 
services availabie in the district for old people. A summary of the 
information has been printed on a leaflet which may be readily 
gummed into the fly-leaf of a pocket diary. 


Association for Mental Health (39, Queen Anne 
W.1) has published a pamphlet by Miss Adelaide 
Trainor, L.R.A.M., on J'eaching the Mentally Handicapped Child to 
Speak (Pp. 20. 2s.). Miss Trainor describes methods for training 
the silent child, the mongol] child, and the child who can speak. 


The National 
Street, London, 


Diary of the Week 


APRIL 15 To 21 
Tuesday, 17th 


ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
W.C.2 
Mr. W. J. W. Sharrard : 
(Hunterian lecture.) 
ROYAL SOCIETY OF MEDICINE, 1, 


Muscle Paralysis in Poliomyelitis. 


W.1 


5 PLM. 


Wimpole Street, 


5 pM. Comparative Medicine. Prof. G. A. H. Buttle, Dr. L. G. 
Goodwin, Dr. 8S. B. Kendall, Prof. E. Boyland, Prof. R. 
cnox: Synergy in Chemotherapy. 

8.15 P.M. General Practice. Dr. G. I. Watson, Prof. J. M. 


Mackintosh, Dr. Kenneth Carter: Therapeutic Research. 


Thursday, 19th 
ASSOCIATION OF SURGEONS OF GREAT BRITAIN AND IRELAND 
9.45 A.M. (45, Lincoln’s Inn Fields, W.C.2.) Mr. D. J. Waterston, 
Mr. H. H. Nixon, Mr. Arnold Gourevitch, Mr. J. J. Mason 
Brown: Neonatal Intestinal Obstruction. (Beginning of 
three-day annual meeting.) 
BriTIsH INSTITUTE OF RADIOLOGY, 32, Welbeck Street, W.1 
8 p.m. Prof. George de Hevesy: Application of Radioactive 
Tracers in Radiobiology. (Silvanus Thompson lecture.) 
MANCHESTER MEDICAL SOCIETY 


8 p.m. (University of Manchester.) Anesthetics. Dr. T. Dinsdale : 
Facts and Fancies. Dr. J. E. Riding: Postoperative 
Vomiting. 

Friday, 20th 
RoYAL COLLEGE OF SURGEONS OF ENGLAND 


4p.m. Prof. Carl Semb (Oslo): Partial Resection of the Kidney. 
(Moynihan lecture.) 
ROYAL SocreTY OF MEDICINE 
5 pm. Epidemiology and Preventive Medicine. Dr. W. P. D. 


Epidemiology of Mental Illness. 

8.30 p.m. Radiology: Obstetrics and Gynecology. Prof. H. L. 
Kottmeier (Stockholm) : The Radiumhemmet Experiences 
in the Treatment of Ovarian Tumours. 

FACULTY OF RADIOLOGISTS 

4.45 p.m. (45, Lincoln’s Inn Fields, W.C.2.) Mr. B. 
Dr. B. M. Wheatley, Dr. J. R. 
Eastwood : Cesium 137 

St. Mary’s HosprraL MEDICAL SCHOOL, Paddington, W.2 

5 p.M. Dr. Leonard Colebrook, F.R.s.: The Story of Puerperal 

Fever. 


Logan : 


Warner, 
Clarkson, Mr. J . 
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‘ANCOLOXIN’ 


Meclozine dihydrochloride 25 mg., plus 
pyridoxine hydrochloride 50 mg. 
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ee 
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“The use of a combination of symptoms was obtained in all 
meclozine dihydrochloride and cases, some of the patients having 
pyridoxine (‘ancoloxin’ tablets) in previously failed to respond to 
a series of cases of nausea and either amtihistaminic treatment 
vomiting of pregnancy is repor- alone or to pyridoxine alone.” 
ted. Rapid and effective control of (pracTITIONER, 1956 (FEB.) 176, 201) 
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DOSAGE: 2 tablets at night. Complete relief 
is usually obtained within five days. Basic 
N.H.S. cost of treatment—1/4 per day. 
Containers of 10 and 50 tablets. 
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Medical Department 
BRITISH DRUG HOUSES LTD. LONDON N.I 
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du MAURIER 
the filter tip 


cigarette 


CORK TIP IN THE RED BOX 
PLAIN TIP (MEDIUM) IN THE BLUE BOX 
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Gentle 

reminder. In the ritual of antisepsis there can 
be no relaxation. In the operating theatre, in the labour ward, 
in the first-aid post, ‘DETTOL’ is a constant reminder that the 


greatest triumph over infection still lies in its prevention. 
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4 Windshe 


Mi Nuremberg 


Bavarian spas 


‘ 


-— PNalelelas 


can help doctors —aaeae 






to cure their patients 
4 Krumbad 


Worishofen 4 


micitielatiaia ; 
Grénenbach 4 she 4 2 Tolz 4 Aibling 


Kohligrub 4 Wiessee 4 4 tries 7 Reijchenhall 
ie J 
Fussen-Faulenbach 


4 Garmisch-Partenkirchen 





Many of the health-resorts in Bavaria have been known for centuries past 
and are world-famous. Thousands of patients from all parts of the world 
recover their health in the fashionable climatic resorts, the spas and sana- 
toria in and arround the Bavarian Alps. 

The greatest care is devoted to the patients’ well-being. Local medical spe- 
cialists work in close cooperation with their colleagues abroad for the benefit 
of their patients. 

A detailed description of the 27 Bavarian health-resorts and spas will be sent 
on request. 


TREATMENT OF: 


Cardiac and vascular diseases @ Muscular rheu- 
matism © Rheumatism of the nerves and joints 
Diseases of the respiratory organs @ Diseases of 
women ¢ Gastric, intestinal, hepatic and bilious com- 


A copy (twenty pages) of “Cures in plaints and metabolic disorders ¢ Disorders of the 


Bavarian Health Resorts ’’ is available haematose ¢ Neuralgia and neuritis © Endocrine 
on application to Bayerischer Heil- ° ini . 
baederverband, Bad Kissingen, West disorders and those due to overstraining ¢ Conva 
Germany. lescence * Prospectuses available from the local 


spa Information Office (Kurverwaltung), and German 
Tourist Information Bureau, 6, Vigo Street, Regent 
Street, London, W.!. 
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Traditional 
and international 


These eleven shapes of surgical blade have 
become traditional — and international. Hos- 
pitals all over the world send to Sheffield for 
ever increasing supplies; so the model factory 
built to produce Swann- Morton blades is always 
expanding. But, however great the pressure of 
orders, there is never any relaxation of the 
individual care given to each individual blade. 


Swanwn-Mosten 


SURGICAL BLADES AND HANDLES 


3 TYPES OF HANDLE ° 11 TRADITIONAL SHAPES OF BLADE 





Order from your usual wholesaler. 


WwW. R. SWANN & CO. LTD - SHEFFIELD 6 - ENGLAND - LONDON OFFICE: 83 UXBRIDGE ROAD - LONDON - W.5 


262144 








Advertised and Introduced ONLY to the Medical Profession 








RELIEF OF RESPIRATORY DISTRESS 


A New Antidyspnoeiec 


CXTZTTTEID 





SUPPOSITORIES AND ORAL TABLETS 
FOR ADULT AND CHILD MEDICATION 
Active constituent :—Theophylline para-aminobenzoate of Piperazine 


ANTALBY possesses a rapid and effective | INDICATIONS—Essential or symptomatic 
action in relief of spasm of the bronchial | Asthma, Broncho-pulmonary or cardio- 
musculature,and stimulates the respiratory | vascular dyspneic affections, Dyspnea of 








centre. Emphysema. 
PACKINGS Basic N.H.S. Prices 
TABLETS: Tie OF BB... cccccccscccscccccescs 3/54, plus |/- purchase tax 
a Dispensing pack: 250 Tablets.... 24/-, plus 7/2}d. purchase tax 
SUPPOSITORIES Adults: Carton of 6...... 3/54, plus !/- purchase tax 
9 Children: Carton of 6....  2/10d., plus 10d. purchase tax 


SAMPLE AND LITERATURE TO THE MEDICAL PROFESSION ON REQUEST 


BAILLY LTD., LONDON 


Sole Concessionaires: BENGUE & CO., LTD., Manufg. Chemists 
MOUNT PLEASANT, ALPERTON, WEMBLEY, MIDDLESEX 
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recomunented 


for DANDRUFF 





‘ 

FORMULA 
Cety! Alcohol 
Cetrimide B.P. 
Lanolin B.P. 


154% | 
iso, SEBODERM contains 15.6% of CETRIMIDE B.P. the 
1.0% quaternary ammonium compound that has been found to 


be most effective in the treatment of dandruff. Its regular 








PRIORY LABORATORIES LTD., PYRAMID WORKS, WEST DRAYTON, MIDDLESEX VEEN 


use ensures complete control. 

Lanolin is incorporated into the finely-emulsified base, thus 
ensuring freedom from scalp irritation. 

In cases of Seborrhoeic dermatitis SEBODERM is an extremely 
effective adjunctive treatment. 


Literature and professional sample will gladly be sent on request. 


SEBODERM 


an 
*CETRIMIDE ieee 6 














cough elixir for the relief 
of coughs associated with the 
upper respiratory tract 


Over many years this elixir has proved to be one of the best of its kind in the treatment 
of troublesome and irritating coughs, and particularly acute and chronic bronchitis 
and cough associated with pulmonary tuberculosis. A } grain of Codeine Phosphate 
in each fluid drachm has a mild analgesic effect and also ee to induce sleep. The 
cough reflex is depressed by the action of the Codeine and combined with Terpin 
Hydrate, Menthol and Pine Oil, together with other essential oils, the resulting 
elixir assists expectoration, is distinctly sedative and engenders a warming and 
soothing feeling immediately a dose has been taken. 


ELIXIR OF TERPIN 


WITH CODEINE 


(WOOLLEY) 





FORMULA: Codeine Phosphate B.P., ¢ grain. Terpin Hydras P.B. C., 4 grain. Menthol’B.P., 
$/32 grain. Oil of Pumilio Pine B.P.C., 1/24 minim. Eucalyptol B.P.C., 1 16 minim. Glycerin B.P., 
20 minims. Syrup B.P., 15 minims. Aicohol B.P. 90% 6» @ sufficiency. Flavour and colour, a sufficiency. 
Water to 1 fluid drachm. DOSE: 1 to 2 teaspoonfuls diluted with water. 


POISON P.1. 


Available in bottles containing 10 fl.oz., 20 fl.oz., 40 fi.0z., 80 fl.oz., 8/6, 15/5, £1/8/8, £2/15/- each, ~~ 4 
fessional discount, quantities of 10 fl. oz. and upwards are Dispensing Packs exempt from Purchase 


JAMES WOOLLEY SONS & CO., LTD., Victoria Bridge, Manchester 3 


in association with J. C. ARNFIELD. 
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EAR WAX Removed this easy way 


The removal of wax from the external auditory meatus has, in 

the past, normally entailed attendance by the patient for diagnosis 

and for the prescription of a suitable loosening agent, and a second 
attendance a few days later for syringing. 

Now, by the use of Cerumol Ear Drops, wax can be removed in most 
cases at one visit. A few drops of Cerumol can be instilled into the ear 
and, while another patient is being attended to, the soft cerumen dissolves 
and the harder wax disimpacts. The wax can then be removed by 
gentle syringing or with cotton wool. The wax may even be found 

to run out of the ear on its own accord, in which case patients themselves 
may instil Cerumol at home, obviating further attendances. 

Cerumol is anti-bacterial, non-irritating and harmless to the lining of 
the external auditory meatus or the tympanic membrane. 

Cerumol is included in Category No. 4 of the M.O.H. classified list of 
Proprietary Preparations and may be prescribed 

on N.H.S. Form E.C.10. 





PACKS For Surgery Use: 10 c.c. 
vial—separate dropper included. (Basic 
N.H.S. price 2/8.) For Hospital Use 
2 oz. and 10 oz. bottles. 


EAR DROPS 
for the easier removal of wax 





Distributors in U.K 


TAMPAX LIMITED, BELVUE ROAD, NORTHOLT, GREENFORD, MIDDLESEX. Tel. : WAXlow 2244 





If you wish to test for yourself and have not received recentl 


@ 10 c.c. vial, please write or telephone direct to : 
LABORATORIES FOR APPLIED BIOLOGY LTD. - 91, AMHURST PARK + LONDON N.16 * Telephone : STAmford Hill 2252 














The 
Arithmetic of 


Peptic Ulcer Ve WC id 
Treatment Pome heen “a 


The anticholinergic is 
* Merbentyl’*— free from side-effects. 


The antacid element is a combination 
of Magnesium Oxide (quick-acting, 
laxative) with Aluminium Hydroxide 
(long-acting, astringent). 

N.B. Kolantyl combines antacids with 
anticholinergic. 

The demulcent is Methylcellulose— 
a protective coating to promote rapid healing. 


The antilysozyme is Sodium Lauryl Sulphate 
—to inhibit lysozyme and pepsin over-activity. 


*‘Merbentyl’ brand diethylaminocarbethoxybicyclohexy! 
hydrochloride. 


The basic N.H.S. costs 

of ‘Kolantyl’ Tablets are 
6s.4d. (50) and 25s. 4d. (250). | 
*Kolantyl’ Gel costs 

68.4d. per 12 fi. oz. bottle. 
(P. Tax extra in each case) 


45 


distributed in the United Kingdom and Eire by 
RIKER LABORATORIES LIMITED, LOUGHBOROUGH, LEICS, 


for the Wm. S. Merrell Company, London, 
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The moment you hated most... 


Don’t let this happen to you. Fit Dunlop Tube- 
less and remove the risk of arriving wet and bedraggled, as 
well as late. Dunlop Tubeless virtually eliminate puncture 
delays and roadside wheel-changing, greatly reduce the 
possibility of bursts or damage through impact or under- 
inflation, keep your brow uncreased for many miles of 
trouble-free motoring. In fact, except for major or freak 
penetrations, a nail or other sharp object can be left in the 
tyre, extracted when convenient to you and the hole sealed 
... Without removing the tyre! For punctuality without 


punctures... e 


f 


UNLOP 
TUBELESS 


* Sold at the same price as the ordinary 
cover and tube, Dunlop Tubeless are 
available for wheels of 16” or less in 
diameter (except wire type). They are 
easily fitted and maintained and can 
be remoulded, too — by Dunlop. 


6H. 1054 














Doctors’ skin 
needs NIVEA 


Nivea is a bland, emollient and 
rapidly absorbed cream which replaces the 
natural oils that are lost from the skin. 


Thus it protects the skin 






from the effect of constant 
washing and scrubbing. 
Use Nivea regularly for your hands. 


Medical pack (lib.) 12/- inc. P.t 


Popular pack 2/5 retail inc. P.T 


NIVEA creme 


Nivea contains Eucerite, a mixture of solid 
alcoho's rich in cholesterol and very 
closely related to the fatty substances 


in the natural secretions of the skin. 


SMITH & NEPHEW LTD ‘$M WELWYN GARDEN CITY* HERTS 














RTS 
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LUCGOZADE provides the 


answer to many problems 


When specific treatment fails to produce the desired result 







= it is surprising how often the administration of Lucozade 


nit 


will help to tip the balance in favour of recovery. 


Its pleasant nature ensures acceptance 


TOUT 


under almost any circumstances. 


LUCOZADE 


the sparkling glucose dtink — : 
REPLACES LOST ENERGY 


TRATUTIUM 





HUI UL 
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scalpel handles 
SURGICAL 
SUPPLY HOUSES and blades 





FROM ALL LEADING 


Blades in packets of 6. Handles packed singly 


The PARAGON RAZOR?CO. SHEFFIELD ENGLAND 
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On the dearth of Immortals 


“O, King, live for ever!” the people cry. But under present imperfect arrangements even 







kings never quite manage to bring this off. The people’s chances aren’t too bright, either. 
Crown and sceptre, umbrella and briefcase, all have to be laid aside in time. 
The analogy is not exact. National revenues, after all, go on. Private revenues 
. are apt to dwindle and stop . . . Unless the breadwinner pauses in his 
— ~ breadwinning to think : to think ahead to the day when, incredibly but inevitably, 
someone else will be going through the papers in his writing desk, his deed box, 


his office drawer marked “ Private’. To find what ? With luck, a safeguard Cd 





for the years to come. An assurance not only of income today, but capital tomorrow. 


The SAFEGUARD POLICY means continuing security for your 
dependants when you are no longer on hand to see to it. It means 
material comfort for them in the future ; spiritual comfort for you in the present. 


And all for a small additional premium to either Endowment or Whole Life Assurance. 


Full particulars, with illustrations of how the SAFEGUARD POLICY works, may be had f —— ‘ 


in exchange for the date of your birth from 


LEGAL & GENERAL 
ASSURANCE SOCIETY LIMITED 


CHIEF ADMINISTRATION: 188 PLEET STREET, LONDON, E.C.4 





























NYLON ELASTIC YARN (Lightweight) HOSIERY 
Two way Stretch (N.H.S. DRUG TARIFF) 


















‘SERVICE? 





NYLON ELASTIC HOSIERY 


Approved for National Health 
Service Prescriptions 


Yales “ Service” Nylon Elastic 
Hosiery combines good firm 
surgical support with good 
looks and hard wear. As 





e Sines @h,°5" he well as being light and 

HIP PROSTHESES ‘“_) 10k, I's fantail comfortable, the two 
Non-toxic stainless steel worn without over howe. eA 
OPEN TOE and lasts longer. 


Available in full 
foot and open 


Above knee, unseamed 
in small, medium, and 


large si If meas’ 
DOWN BROS. and MAYER & PHELPS LTD. || | ment chart supptiea). Light toe in a full 
=e shade is suitable for wear as range of 
Surgical Instrument Makers understocking. sizes. 
92-94, Borough High Street, London, S.E.! Special Orders made to measure. 


YALCS ‘SERVICE’ NYLON ELASTIC HOSIERY 


and 
32-34, New Cavendish Street, London, W.! 
Sales Agents: GLENSIDE (LONDON) LTD, 




















37 Percy Street, London, W.1. Telephone: MUSeum 9440 
48 











[APRIL 14, 1956 


. THE Lancer] THE LANCET GENERAL ADVERTISER 


JENNER INSTITUTE Glycerinated VACCINE LYMPH 


PREPARED IN ACCORDANCE WITH THE THERAPEUTIC SUBSTANCES REGULATIONS (BRITISH PRODUCT) 


Telephone : SINGLE VACCINATION TUBES - ~- ~- 12/- dozen. Postage extra “abit a gy 
BATTERsEA 1347 LARGE TUBES (EXPORT only) sufficient for 5 vaccinations, 20/- dozen laaaaw"deaae 


JENNER INSTITUTE FOR CALF LYMPH LTD., 73, Battersea Church Road, S.W.11 


, RHEUMATISM 
Y () U hk AND KINDRED AILMENTS 

G HH LLD establishment with DEEP POOL THERAPY, 

medical gymnastic facilities and occupational 


In your plans for your child’s therapy. 
education and career life assurance 
HARROGATE SPA 


can be a real help. Write today 
“e 
— a. = y of the New “Career Treats both private patients under its All- 
olicy et to inclusive Treatment Scheme, and National 
Health patients. 

















Harrogate, the lar, ane Spa in Great Britain, 
is actively engaged in providing all types of 
physical treatment in connection with the 
rheumatic disease and all types of physical 
rehabilitation. Extensive alterations have 
taken place, including the equipment of the 


Medical enquiries as to cost, and how treat- 
ment can be obtained, will be welcomed by— 









































SCOTTISH oe 
) Section 2, 
WIDOWS’ FUND 
nice ate THE ROYAL BATHS 
Leadan Offices: 28 Cornhill, B. oe 
, QUEEN wW 
- Non Allergic 
BEAUTY PRODUCTS 
Soluble BARBITONE gr. 2}. Stabilised FETY 1 
h ; kee VALERIAN m. 3, per drachm, EVERY DAY “MAKE-UP 
The economical and effective Queen beauty products form a complete range 
c SEDATIVE & HYPNOTIC od oi ape Sonety goeeenaan aautne 
f ¢ t men w 
n ‘ oe bettie 4/4 Sep geadies dine. ot product a 
d . » sizes) tain no orris in any form, 
" ~ nomunTs act heroes eee 
‘ 4 Y TH AL 
d 1 aa.) & -— Obeainable trom johe bell & Croyden, 
: 476, New Bond Street. London, W.1 —=— 
il Prescribe on E.C.10 Write for Price List to :— cee 
BOUTALLS CHEMISTS LTD. FF 
ii 60 Lambs Conduit St., London, W.C.! 
n 





f CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 
Y A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 
In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 
Resident Physicians—BERTHA M. MULES, M.D., B.S. ANNE S. MULES, M.B.C.S., L.R.C.P. Telephones—TEIGNMOUTH 289 and 537 
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ST. ANDREW’S HOSPITAL frenzat pisonvers 
NORTHAMPTON 


PrESIDENT: THE EARL SPENCER 
Mepicat SuPERINTENDENT: THOMAS TENNENT, MLD., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble; temporary patients, and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, bacteriological, and pathological examinations. Private 
rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


can be provided. 
“i WANTAGE HOUSE 
” This isa ee ay Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
— all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods; 
2 ulin treatment is available for snitable cases. It contains special departments for hydrotherapy by various methods, including 
urkish and Kussian baths, the prolonged immersion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombiéres treatment, 
oe There is an Operating Theatre, a Dental Surgery, an -ray Room, an Ultraviolet Apparatus, and a Department for 
thermy and High-frequency treatment. It also contains Laboratories for biochemical, bacteriological, and pathological 
research. Psychotherapeutic treatment is employed when indicated, 


MOULTON PARK 
_ we tiles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
oul » meat, fruit, and vegetables are Les pas to the Hospital! from the farm, gardens, and orchards of Moulton Park. Occupational 
erapy is a feature of this branch, and patients are given every facility for occupying themselves in farming, gardening, and fruit 


growing. 
Seciniine pw a BRYN-Y-NEUADD HALL 
easide house o . Andrew’s Hospital is beautifully situated in a park of 330 acres, at Lianfairfechan, amidst the finest 
 ———" f = North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients may visit this 
~ nh AD, Fy change or for longer periods. The Hospital has its own private bathing house on the seashore. There 


At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis courts (¢rass and hard 
courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have their own gardens, and facilities are 
oe ae i such as carpentry, etc. 

or terms an urther particulars apply te the Medical Superinte t NE: 
cn S000 le Lanes to cele pply perintendent (TELEPHONE: Northampton 4354 (3 lines)), who 











HEIGHAM HALL, NORWICH CHISWICK HOUSE 


PRIVATE MENTAL HOME for Nervous and Mental iliness. All types 


ef treatment carried out. Accommodation for Alcoholics and Addicts PINNER, MIDDLESEX 

available. Special Geriatric Unit now open. Fees from 6 gns. per week Telephone: PINNER 234 
upwards according to requirements. ciiienigniagiitiat 

Apply to Dr. Jj. A. SMALL Telephone : Norwich 20080 


Private Nursing Home for Mental and Nervous illness. 
Voluntary, Temporary and patients under certificate are received. 
All modern forms of treatment. Two country houses in adjoining 








grounds of 5 and 6 acres respectively, 12 miles from London. 
PA R 4 SA Re AT oO 34 1 U he Fees from 15 guineas according to medical and nursing attention. 
(FORMERLY SANATORIUM TURBAN) DOUGLAS MACAULAY, M.D., D.P.M. 
DAVOS-PLATZ, SWITZERLAND THE LANCET 
First-class house, 5,150 feet above sea-level. Large park and wood OO 
belonging to the Sanatorium. Terms for board and residence, CLASSIFIED ADVERTISEMENT RATES (Minimum three lines) 
including room, medical treatment, etc., from Fes. 18 per day. " 
nna Ege a, medical treatmen c cs. I ay A men a es ia w .. per column line : be. 34. 
General Announcements .. ee ” ” : b 
Medical Superintendent, F. CHARLES, M.D. Trade and Miscellaneous a ee ne 
> 8s. 9d. 














THE MEDICAL PROTECTION SOCIETY umitrep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION : £1 for first three years for newly qualified entrants and £2 thereafter 
Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 

















Vacancies 

ACADEMIC AND EDUCATIONAL Page | Mid-Kent H.M.C, Sr. H.0O. .. .. 59] Brighton. Royal Sussex County. 

SECTION 52 | Plymouth. South Devon & East Corn- ; aa x ae a hi as rr 
We e wall. Sr. H.O. - =a i ae sromley, Kent. Sr. H.O. .. so a 

Welt ILE. MLO 4 Sheffield R.H.B. P.-t. Cons. .. .. 54] Colchester H.M.C. Sr. H.O. .. + me 
noms nip 5 sie gga — ie, Shrewsbury. Royal Salop Infy. & Derby. Derbyshire Royal Infy. Sr. . 
AN ASTHETICS Copthorne. Sr. H.O. ws oo H.O. .. ae + ‘ an, Oe 
Royal Northern, N.7. Sr. H.O. .. 55] Warrington Infy. Sr. H.O. .. .. 62] Edgware Gen. Locum Reg. .. ~o §8 
Barrow & Furness H.M.C. Jr. H.M.0. 56] Welsh R.H.B. Reg. .. ae .. 62] Edgware Gen. Sr. H.O. e3 ‘x. &@ 
Birmingham. Dudley Road. Sr. H.0. 56] Canada. Univ. of Alberta Hosp. Grimsby Gen. Sr. H.O. i ce Von 
Birmingham R.H.B. Reg. .. . Anges. ee si ¥ .. 54] Harrogate & Dist. Gen. Sr. H.O. .. 58 

East Anglian R.H.B. Reg. .. << Hemel Hempstead. West Herts. 
Harold Wood, Essex. Sr. H.O. .. 458 | BACTERIOLOGY Jr. B.M.O. .. oe ba ot 
Isleworth. West Middlesex. H.O. .. 59]S. Australia. Inst. of Med. & Hertford County. Sr. H.0. .. ‘ 58 
Leeds R.H.B. Reg. .. ~~ cc “2 Veterinary Science. Asst. Med. Maidenhead. H.O. .. Pa a 
Leicester Hosps. Reg. os — Bact. .. ‘os ns fe .. 54] Maidstone. West Kent Gen. Sr. H.0. 59 

Manchester. Crumpsail. Sr. H.0. .. 60 Newcastle R.H.B. Sr. Casualty 
Manchester R.H.B. P.-t. Cons. & CASUALTY Officer ‘2 Si < oa oe 

Sr. H.M.O. : es ne .. 54] Hackney, E.9. H.O. .. ia .. 54] Plymouth. South Devon & East Corn- 
Mexborough. Montagu. Reg. ‘ 59 * Brighton Gen. H.O. .. - cn ae wall. Sr. H.O. 86 ove co @& 
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Warrington Infy. Jr. H.M.O. or H.O. 
or Sr. H.O ay . ee 


CHEST AND TUBERCULOSIS 
London Chest, E.2. H.O.’s ~ 
Willesden Chest Clinic, N.W. 10. Reg. 
Angus, Stracathro & Bree hin Hosps. 
B.O.M. Jr. H.M.O. .. a 

Bristol. Ham Green. Sr. H.O. i 

Broxburn, West —-. Leemeseed 
Gen. Reg. or Jr. H.M. 

Dagenham. Jr. H.M.O. 

Holt, Norfolk. Kelling Hosp. & De pt. 
Thoracic Surg. Locum Jr. H.M.O. 
&@&.H.0. .. 29 al 

Ilkley. Middleton. Jr. H. 7 , 

Leeds R.H.B. Locum Sr. H.% 

Maidstone. Preston Hall. Jr. i, uM. 0. 
& Sr. H.O v es 

Manche ster “i. H.B. Reg. 


DENTAL SURGERY 

Isleworth. West Middlesex. H.O. .. 

Plymouth. a Devon & East Corn- 
wall. H.¢ 


DERMATOLOGY 
North East Met. R.H.B. P.-t. Cons. 


EAR, NOSE, AND THROAT 

Maidstone. Kent ( on y stared 
& Aural. Sr. H.¢ 

Portsmouth Group ti. M.C. a o.. 

Reading. Royal Berks. H. 0.. 

Salisbury Gen. Sr. H.O 


GERIATRICS 
Cardiff. St. David’s. Sr. H.O. 


HZ MATOLOGY 


Scottish National pues Transfusion 
Assoc. Jr. H.M.¢ . 


INFECTIOUS DISEASES 
a * Little Bromwich. Sr. 
H.O. 


Portslade. Foredown. Jr. H.M.O. .. 
Scotland. South-Eastern R.H.B. 
Reg. i a a ais 


MEDICINE 
Dreadnought Seamen’s, 8.E.10. Pre- 
' reg. H.O. - w ms 
addi on Green Chi a’ 8, 2. -re- 
reg mie oO. oe 
Royal Free Hosp. Group. sr. Reg. 
South Kast Met. R.H.B. Reg. 
St. Ann’s Gen., N.15. Sr. H.O. 
St. James’, S.W.12. Reg. 
Bedford Gen. Sr. H.O 
Birmingham R.HLB. Reg. . a 
Brighton. Royal Sussex ¢ vounty. Pre- 
reg. H.O.’s . a 
Cambridge. Addenbrooke’s. H.O. .. 
Cardiff. St. David’s. H.O. (Temp.) .. 
Carshalton. St. Helier. Pre-rog. H.O. 
Chelmsford. St. John’s. H.O. a" 
Doncaster H.M.C. Sr. H.O 
Doncaster. Western. Jr. H.M.O. 
Enfield. War Mem. Sr. H.O. 
Guildford. Royal Surrey County. 
mem. .< ee ‘ : 
Isle of Thanet H.M.C. i. O. 
Leeds R.H.B. Reg : 
Newcastie R.H.B. Sr. Reg. .. “e 
Portsmouth Group H.M.C. Pre-reg. 
H.O. ne 
Portsmouth. St. Mary’ s. Sr. H.O. ; 
Seunthorpe. War Mem. Pre-reg. H. 0. 
or Sr. H.O. 
Sheffield R.H.B. P.-t. Cons 
Stockport. Stepping Hill. Sr. H. Oo. 
Stoke-on-Trent. City Gen. H.O 
Swansea. Mount Pleasant. Jr. H.M.O. 
Torquay. Torbay. Sr. H.O.. 
Welsh R.H.B. Reg. . 
Woking. Victoria. =r. “H.C 5 a 
Northern Ireland Hoape. Anth. 
Locum Sr. H.M.O. or Cons. - 


NEUROLOGY 
National Hosps. for Nervous Diseases. 
Sr. H.O. or Reg. ; 


NEUROSURGERY 
Birmingham. Midiand Centre for 
Neurosurgery. Sr. H.O. .. + 


OBSTETRICS AND,.GYNZCOLOGY 
Forest Gate, E.7. Pre-reg. H.O. .. 
Prince of Wales’s Gen., N.15. Sr. 


South Londo Hosp. for Women & 

Child., Reg. ‘ - 
soniehets United Miicepe. H.0.’s. . 
Boston. Gen. Reg. . . és 


a aS 
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Carshalton. St. Helier. Pre-reg. H.O. 
Chelmsford. St. John’s. Sr. H.O. & 
Te al ne at EA 
Doncaster Royal Infy. & Western 
osp. Reg. .. os > ae 
Huddersfield cape Infy. Pre-reg. 
H.0. : ave “- ae 
Leicester Gen. Locum Sr. H.O as 
Manchester United Hosps. Sr. H.O. 
Morecambe. Queen Victoria. Sr. H.O. 
North East Met. R.H.B. P.-t. Cons. 
Plymouth. South Devon & Kast 
Cornwall. H.¢ : + 
Romford. Oldchurch. H.O ae 
Shrewsbury. Royal Salop Infy. & 
Copthorne. H.O. ‘ “ 
Southampton Gen H.0.’s 
Welsh R.H.B. Reg ‘ ae 
Whitehaven. C — rland. H.O. or 
Sr. H.0 ‘ _ 
w chee ‘King Edward VII. H.O. .. 
Northern Ireland Hosps. Auth. 
Locum Sr. H.M.O.’s or Cons. << 


OPHTHALMOLOGY 

Croydon Eye Unit. H.O. 

Leeds R.H.B. Reg. . . oe 

Manchester United Hosps. Sr. Reg.. . 

Romford. Oldchurch. Sr. H.O. wa 

Sheffield United Hosps. Reg. 

ORTHOPAZDICS 

Ashford, Middx. H.O =e an 

Beverley. Westwood. RD. .. i 

Bridge of Earn, Perthshire. HO. & 
r. H.0. oa a 

Brighton Gen. ‘ii. oO. ne 

Carmarthen. West Wales Gen. Sr. 

H.O. 


Chertse y. St. Peter’s. Sr. H.O. or 

Pre-reg. H.O. 2s 
Galashiels. Peel. Sr. H.O. 

Harefield & Northwood Group ‘H. ms C. 


Reg 
Le hy R.H.B. Reg. P a é 
Manchester United Hosps. Reg. .. 
Medway & Gravesend H.M.C. Locum 


Reg. .. hs . as - 
yw Group H.M.C. Pre-reg. 
Sheffield. City Gen. Reg. |. one 
Wakefield. Pinderfields Gen. Sr. 


- ar - es - it 
Welsh R.H.B. Locum Sr. H.M.O... 
PZDIATRICS 
Queen rine Hosp. for Child. 

M.C. H.O ‘ - 


St. James’, S. WwW. 12. Sr. H.O. a 
St. Mary’s, ( ‘hild’s De pt., W.10. P.-t. 

Sr. H.O. & H.O. a 
Ww ot ee r Child’s, S.W.1. Pre-reg. 


Birmingham United Hosps. Sr. H.0.’s 

East Anglian R.H.B. Reg. 

Leeds R.H.B. Regs. . 

Manchester. West Manchester H.M.C. 
Sr. H.O. & H.O. 

Portsmouth Group H. M.C. Sr. H.O... 


PATHOLOGY 

Bethnal] Green, E.2. Sr. H.O. 

South London Hosp. for Women & 
Child., S.W.4. Sr. H.O. 

Epsom. Mental Hosps’ Group Lab. 
Reg 

Live ~ United Hosps. Reg 

Manchester. West Manchester H.M.C. 


Sr. H.O. 
Redhill Group Pathological Lab. 
Reg. .. os ee + yar 


PHYSICAL MEDICINE ‘ 


North West Met. R.H.B. Cons. 


PLASTIC SURGERY 
Bristol. Frenchay. H.O. 


PSYCHIATRY 
National! Hosps. for Nervous Diseases. 
P.-t.Cons. . 
Tavistock Clinic, WwW. 1. Sr. Reg. 
Chertsey. Botle y’s Park. Reg. . 
Chichester. Graylingwell H.M.C. Sr. 
Reg. .. - a i 7 
Exeter. a Jr. H.M.O. 
Leeds R.H.B. ee os = ; 
Ne wees, 1.W. Whitecroft. Jr. 
H.) ; 
nA. i Hellesdon. Sr. H.O. 
Romford Group H.M.C. Locum Sr. 
H.M.O. or Reg. ; 
Scotland. Western R. Hi. B. Reg. - 
Willerby, E. Yorks. De la Pole. Jr. 
H.M.O. “e %: ae dua 
RADIOLOGY 


St. George’s, S.W.1. Reg. 
St. Mary’s, W.2. Reg... 





Birmingham United Hosps. P.-t. 


Cons _ a & 
Manchester R.H.B. Cons. 4 ae 
Northern Ireland Hosps. Auth. 

Locum Sr. H.M.O. or Cons, .. 64 
RADIOTHERAPY 
Roval Marsden, 8.W.3. Reg. cw OS 
University College Hosp., W.C.1. Prt 

Cons .s a . §3 
South-Western R.H.B. P.-t. Clin. * 1 

Asst. .. ie ae o ae 
SURGERY 
Bethnal Green, E.2. H.O. _ .. -. & 
Highlands Gen., N. 21. H.O.. , 54 


Hosp. for Sick Child., W.C . ‘Sr. Reg. 55 
Paddington Green Child’s, W.2. Pre- 


reg. H.O. 55 

Queen Charlotte’s & Chelsea Hosps. 
Sr. H.0. 54 

Queen Klizabeth Hosp. for Child. 
M.C. H. ‘ 55 
ae al mn aS fe i. = a. 2 
Thomas’s, 8.E.1. Re .. 55 
oN my Hyde & Giessep. ii. M.C. H.O. 56 
Batley. Gen. Sr. H.O. ¥ i. 
Bedford Gen. Locum H.O. a 
Bedford Gen. Pre-reg. H. 0.’s oo. ae 
Bishop Auckland. Gen. H.O. sa” ae 
Blackburn. Royal Infy. H.O.’a .. 56 
Bournemouth. Royal Victoria. H.O. 56 
——— Royal Sussex County. ‘ 

oO 5 


— Cossham & Frenc hay H.M.C. 


Chelmsford & Essex ‘Pre-reg. H.O. 57 
Chertsey. St. Peter’s. Sr. H.O. or 


Pre-reg. H.O. 57 
Chichester. Royal West Sussex. H.O. 57 
Clacton & Dist. o s. (Temp.) o« 
Colchester H.M.C, H.O. . 
Derby. Derbyshire “Hos al Inty. re , 

reg. H.O. or Sr. H.O . 
Galashiels. Peel. Sr. H.O. —— 
Haslemere & Dist. H.O. or Locum... 58 
Haverfordwest. Pembroke County 

War Mem. Sr. H.O. o% -. 58 
Hitchin. North Herts. H.O. o = 
Huddersfield Royal Infy. H.O. 59 


Hull. Kingston Gen. Pre-reg. H.O. 58 
— ich & _— Suffolk. H. > & Pre- 


H.O.’ ; o.. a 
Isle of Thanet H. ~% Cc. H. 0. . = 
Leeds R.H.B. Re A _. = 
Lincoln (¢ , tre: “reg. H.O. -- §9 
Luton & Dunstable. Locum Cons. .. 54 
Manchester. Altrinc — Gen. Sr. 
H.O. & Pre- -reg. H.O msi — ae 
Manchester United Hosps. & R.H.B. 
Sr. Reg 60 
Manchester. W est Manchester H.M.C. 
Pre-reg. H.O . & 
Middlesbrough Ge n. Sr. H.O. .s  & 
Nottingham City. H.O. . 
Nottingham Gen. Pre-reg. H.0.’s .. 60 


Plymouth. South Devon & East Corn- | « 
wall. Sr. H.O.’s & Pre-reg. —— 61 


Pontefract Gen. Infy. H. .s os 61 
Poole Gen. Pre-reg. H.O. 61 
eee Group H.M. c. ’ Pre-reg. 
[.0.’ . oo @ 
Rotherham. Moorgate Gen. “Reg. ~~ & 
Scotland. Western R.H.B. Reg. 61 
Southampton. Royal South Hants & 
Gen. H.O.’s -. 61 
South East Met. R.H.B. Reg. « 
Southport Gen. Infy. H.¢ | 


Stockton-on-Tees. Stoc and 
Thornaby. H.O. a’ oo aia 

Wakefield. Gen. Sr. H.O. .. o 

Welsh R.H.B. Locum Cons. o- & 


Worcester. Ronkswood. H.O. oo & 
Worcester Royal Infy. — 0. . & 
Limerick Regional. H.¢ 


Northern Ireland itosp. “Auth. Reg. 62 
THORACIC SURGERY " 


Grove Park, 8.E.12. Sr. H.O. os 
GENERAL 
U.S.A. Church Home & Hosp., Balti- 
more. Rotating Internships » -2 
PUBLIC APPOINTMENTS 62 
GENERAL PRACTICE 64 
NON-MEDICAL 64 
MISCELLANEOUS 64 


The Terms and Conditions of Service of 
Hospital Medtcal and Dental Staff apply io 
all N.H.S. hospital posts we advertise, wnless 
otherwise stated. Canvassing disqualifies, but 
candidates may normally visit the ital 
by appointment. 
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Academic and Educational 
ROYAL COLLEGE OF SURGEONS OF ENGLAND 





ELECTION OF PROFESSORS AND LECTURERS 

The Council invites applications for election to the office of 
Hunterian Professor, Arris and Gale Lecturer. Joseph Henry 
Lecturer, Arnott Demonstrator and Erasmus Wilson Demon- 
strator for the ensuing year. 

The 12 Hunterian Lectures, illustrated by Hunterian speci- 
mens, are delivered by Fellows or Members of the College. The 
3 Arris and Gale Lectures are on subjects relating to Human 
Anatomy and Physiology, the 6 Arnott Demonstrations on the 
contents of the Museum, and the 6 Erasmus Wilson Demonstra- 
tions on the Pathological contents of the Museum. The Joseph 
Henry Lecture is on Occupational Surgery or Surgery in relation 
to Occupation. 

Applications in writing must be made to the Secretary on or 
before Saturday, 28th April. Candidates for the Hunterian 
Professorships, Arris and Gale and Joseph Henry Lectureships 
are requested to submit with their applications 25 copies of a 
synopsis of approximately 500 words describing the subject 
matter of their proposed lecture. Each copy of the synopsis 
to have the name of applic ant in top right-hand corner. 

In the case of Hunterian Lectures the Council is prepared to 
consider applications for either a series “ lectures or a single 
lecture. KENNEDY CASSELS, Secretary. 

Lincoln’s Inn-fields, London, W.C.2. 


UNIVERSITY OF LONDON 


A LECTURE on “* The Structure of Dental Tissues with special 
reference to the Us se of Polarised Light ” will be given by Dr. A. 
KELL (Giessen) at 5.30 P.M. on 24TH APRIL at the London School 
of Hygiene and Trepical Medicine, Keppel-street, Gower- 
street, W.C.1. 

Admission free, without ticket. 

JAMES HENDERSON, Academic Registrar. 
UNIVERSITY hanes MANCHESTER 


It is proposed to hold @ FORTNIGHT’S COURSE from 28TH MAY 
for a small number of Industrial Medical Officers, specially 
interested in the HEALTH PROBLEMS OF RADIATION, 

Applications for a place in this course, and for further 
particulars, should be made to the Secretary, Nuffield Depart- 
ment of Occupational Health, Clinical Sciences Building, York- 
place, Manchester, 13, not later than 5th May. Fee £10 10s. 

THE UNIVERSITY OF LIVERPOOL 
FACULTY OF MEDICINI 
DEPARTMENT OF ANASSTHESIA 

A OOURSE OF POSTGRADUATE INSTRUCTION IN ANASSTHESIA, limited 
to 12 students, will be conducted at the University of Liverpool 
lasting for 1 academic year and commencing 18ST OCTOBER 1956. 
This course gives theoretical and practical instruction to students 
intending to sit for the Fellowship of the Faculty of Anwsthetists. 
For the purpose of gaining practical experience, the students 
will be found suitable appointments in recognised General 
Hospitals within the Liverpool area. 

The fee fer the course is £60. 

Application forms may be obtained from the Reader in 
Anesthesia, The University, Liverpool, 3, and should be returned 
not later than 5th May, 1956. 


UNIVERSITY oF ST. ANDREWS 


DIPLOMA IN PUBLIC HEALTH 
DIPLOMA IN PUBLIC DENTISTRY 

It is proposed to hold courses of instruction for the Diplomas 
in Public Health and Public Dentistry in the University of 
St. Andrews during the Academic Year 1956-57, extending 
from OCTOBER, 1956, to JUNE, 1957. 

A candidate is eligible to enter upon study for the Diploma 
in Public Health at any time after 1 year, following full 
registration. 

Full particulars as to the courses, fees, &c., may be obtained 
either from the Secretary of the University or the Dean of the 
Faculty of Medicine, but application for admission should be 
made to the Dean of the Faculty of Medicine, Queen's College, 
Dundee. Davip J. B. Rrrenie, Secretary of the University. 

College Gate, St. Andrews. 

SIR WILLIAM LISTER AWARD IN 
OPHTHALMOLOGY 


TRAVELLING SCHOLARSHIP 

The second award of the above Scholarship wil! be made 
by the Royal College of Surgeons of England and Moorfields 
Westminster and Central Eye Hospital. 

Applications must be lodged before Ist October, 1956, with 
the Secretary, the Royal College of Surgeons of England, 
Lincoln’s Inn-fields, W.C.2, stating age, nationality, qualifica- 
tions and experience, and giving the names of 2 referees. 

Candidates must outline the course of study or programme 
of work they desire to follow and the Ophthalmological Centre 
or Centres they propose to visit. 

A sum of £300 will be made available for the Scholar, and he 
will hold the title for 3 years, during part of which he will be 
required to travel abroad. He will be free to accept other 
appointments during the tenure of the Scholarship or the 
remainder of the triennial period, but he will be required to 
submit a report on his foreign travel and his work to the 
nominating body at the end of his 3 years of office, and, if 
required, an account for publication in the British Journal of 
Ophthalmology or other suitable quarter in British scientific 
circles. 

Preference will be given to candidates under 40 years of age, 
and all candidates must be British subjects or Commonwealth 
citizens. KENNEDY CASS8ELS, Secretary. 

Royal College of Surgeons of England. 


9 


52 





UNIVERSITY OF EDINBURGH 
FACULTY OF MEDICINE 


(FELLOWSHIPS, SCHOLARSHIPS AND BURSARIES) 
SCHEME, 1953 

In terms of the above-named Scheme, certain funds have been 
amalgamated to form a Medical Faculty Scholarship Fund, 
from which awards of Fellowships and Scholarships will be made 
under the following conditions : 

GRADUATE RESEARCH SCHOLARSHIPS 

4 Research Scholarships are offered for award, each tenable 
for 1 year and, in certain circumstances, renewable for a second 
year. For the first year the minimum value of the Scholarships 
shall be £500, and for the second year £600. 

The Se ow nek wf shall be open to graduates in the Faculty of 
Medicine of any University ; to graduates in the Faculties of 
Arts or Science of any University who hold an Honours Degree ; 
and to licentiates in Medicine. 

The Scholarships shall not be open for award to any applicant 
who, excluding any period spent in National Service, has held a 
degree or licence for longer than 3 years. 

Those to whom awards are made shall be required to under- 
take research work in a Department within the Faculty of 
Medicine. 

The Research Scholarships will normally be awarded at the 
beginning of each academic year in OCTOBER. 

GRADUATE RESEARCH FELLOWSHIPS 

3 Research Fellowships are offered for award, each tenable 
for 1 year, renewable for a second year and, in special circum- 
stances, for a third year. For the first year, the minimum value 
of the Fellowships will be £700 ; for a second year, £800 ; and, 
where awarded for a third year, £900. 

The Fellowships shall be open to graduates in the Faculty of 
Medicine of any University to graduates in the Faculties of 
Arts or Science of any University who hold an Honours Degree ; 
and to licentiates in Medicine. 

Those to whom awards are made shall be required to undertake 
research work in a department within the Faculty of Medicine. 

The Research Fellowships will normally bé@ awarded at the 
beginning of each academic year in OCTOBER. 

Applications for the Graduate Research Scholarships or 
Fellowships (which are to be made on the prescribed application 
form obtainable from the Faculty of Medicine Office on request) 
must be submitted, through the Head of the Department 
concerned, to the Dean of the Faculty of Medicine, University 
New Buildings, Teviot-row, Edinburgh, 8, by 30th April in 
the year of award, and should be accompanied by a statement 
of the work which the applicant proposes to undertake. 

GEORGE L. MONTGOMERY, Dean of the Faculty of Medicine. 


INSTITUTE OF OBSTETRICS AND GYNACOLOGY 


UNIVERSITY 


An INTENSIVE COURSE suitable for postgraduates preparing 
for Higher Examinations (M.R.C.O.G. and M.D.) is being held 
from 4TH to 16TH JUNE, 1956, at Queen Charlotte’s Maternity 
Hospital, The Chelsea Hospital for Women and the Depart- 
ment of Obstetrics and Gynecology at Hammersmith Hospital. 

The fee for the course is 14 guineas. 

A limited amount of hostel accommodation is available. 

Applications should be sent to the Secretary of the Institute 
of Obstetrics and Gynecology, Chelsea Hospital for Women, 
Dovehouse-street, London, 8.W.3. 


INSTITUTE OF OBSTETRICS AND GYNAZCOLOGY 
\ REFRESHER COURSE suitable for general practitioners will 
be held from MONDAY, 18TH JUNE, to SATURDAY, 23RD JUNE, 1956, 
with attendance at Queen Charlotte’s Maternity Hospital, The 
Chelsea Hospital for Women and the Department of Obstetrics 
and Gynecology at Hammersmith Hospital. 
The fee for the course is £5 5s. 
Limited hostel accommodation is available. 
Apply Secretary, Institute of Obstetrics and Gynecology, 
Chelsea Hospital for Women, Dovehouse-street, S.W.3. 


THE BERKELEY FELLOWSHIP 
(Founded in memory of the late Sir G. H. A. COMYNS BERKELEY 
and his wife, ETHEL Ros—k BERKELEY) 

The Berkeley Fellowship was founded under the will of the 
late Sir G. H. A. Comyns Berkeley to provide an opportunity 
for research in medicine, or for visits to medical institutions or 
hospitals to a person elected jointly by the Master and Fellows 
of Gonville and Caius College, Cambridge, and the Council of 
The Middlesex Hospital Medical School. Under the terms of 
the bequest, medical centres in any part of the world may be 
visited, with the exception of Oxford or Cambridge. 

Applications from graduates in medicine of The Middlesex 
Hospital Medical School are invited for the Fellowship. The 
period of tenure of the Fellowship and the emoluments will 
depend upon the circumstances of each case. A Fellowship will 
not normally be awarded for a period shorter than 3 months or 
longer than 1 year, but applications for renewal will be con- 
sidered. The emolument may be paid as stipend or as grant to 
cover travel and other expenses necessarily incurred by the 
Fellow in the performance of his programme of work, or partly 
as stipend and partly as grant. The total emolument allowed 
will not normally exceed £1500 during 1 years tenure. 

Applications should reach the Dean of The Middlesex Hospital 
Medical School by 30th April, 1956, and should include the 
following information : 

(a) Name, address, and age. 

(>) Qualifications and experience. 

(c) Present appointment. 

(d) Programme of work proposed, with estimate of necessary 
expenses. 

(e) Other sources of financial assistance, includ‘ng any stipend 
from present appointment if continued during the tenure of the 
Fellowship. 
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THE INSTITUTE OF LARYNGOLOGY AND OTOLOGY 
(UNIVERSITY OF LONDON) 
and 
ROYAL NATIONAL THROAT, NOSE AND E AR HOSPITAL 
Gray’s Inn-road, London, W.C.1 


SHORT COURSE for Consultant Otologists On THE DEAF CHILD, 
18T, 2ND, and 3RD MAY, 1956. 

Detailed syllabus obtainable from the Dean. 

There will be a similar course for Senior Registrars on 16TH, 
17TH, 18TH and 19TH OCTOBER. 


DENTAL AND MEDICAL SOCIETY FOR THE STUDY 
OF HYPNOSIS 


The, next INTENSIVE WEEKEND COURSE to be held by the 
Society will be on SATURDAY, 26TH MAY and SUNDAY, 27TH MAY. 
This Study Group is intended for members who do not reside 
in the London area. 

The next Full Course to be held will begin on TUESDAY, 
5TH JUNE, and will run for 7 consecutive Tuesdays. This Study 
Group includes individual tuition. 

Details may be obtained from the Secretary, Mr. Dawson 
Watts, 22, Gordon-road, Ealing, W.5. 

L.M.S.S.A. 
FINAL EXAMINATION : Swureery, 14th May, llth June, 
9th July, 1956. MErDICINE, PATHOLOGY, 22nd May, 18th June, 
16th July, 1956. Mipwirery, 23rd May, 19th June, 17th July, 
1956. MASTERY OF MIDWIFERY, May and November. DIPLOMA 
IN INDUSTRIAL HEALTH, July and December. 

For regulations apply REGISTRAR, Apothecaries Hall, Black 
Friars-lane, London, E.C.4. 


ROYAL FREE HOSPITAL SCHOOL OF MEDICINE. 
Applications are invited from graduates of the School for the 
FLORENCE STONEY PRIZE of £25 for an essay on work in 
ceaeenen with cancer. Essays to be submitted by 15th May, 

Further partic ulars from the Secretary at the School, Hunter- 
street, W.C.1. 
ROYAL FREE HOSPITAL SCHOOL OF MEDICINE. 
c LM eat $4 OF LONDON.) Applications are invited for the 

NIE McCALL POSTGRADUATE FELLOWSHIP IN 

MIDWIFE RY, value not less than £1000, tenable from Ist 
October, 1956, for 1 year in the first instance. Open to Women 
medical graduates for full-time research work in et es 
and Gynec peaee Unit (Director : Miss G. Hill, M.A., M.D., 
F.R.C.S., F.R.C.0.G.) at the Royal Free Hosnital” 

pe a a (6 copies) to the Secretary at the School, Hunter- 
street, W.C.1, not later than 15th May, 1956. 


THE NATIONAL ASSOCIATION FOR THE PRE- 
VENTION OF TUBERCULOSIS offers a POSTGRADUATE 
FELLOWSHIP, value £250, to enable a doctor working in 
Scotland in the field of tuberculosis to study abroad the control 
and treatment of tuberculosis. 

Details from NAPT, 65 Castle-street, Edinburgh, 2. Closing 
date for applications : 30th June, 1956. 


MEDICAL RESEARCH COUNCIL wish to appoint a 
MEDICAL OFFICER (Male) to share in general ward duties 
(20-30 Beds), outpatients dispensary and in scheme of research 
work (on malaria and other parasitic diseases) at their Labora- 
tories in Fajara, near Bathurst, and at their up country-station 
at Keneba, both in Gambia, West Africa ; appointment will 
begin in May or June, 1956, for initial tour of approximately 
18 months (possibility of permanent post later). Candidates 
must have no national service obligations and be interested in 
tropical diseases ; possession of D.T.M. & H., or previous 
experience of tropical diseases, advantageous but not essential. 
Salary will be according to age and experience at point in range 
£900-£1470 p.a. ; a foreign service allowance (tax free) varying 
between £200 and £560 p.a. will also be paid. Kit allowances, 
free accommodation and heavy furniture provided ; passages 
to and from Gambia paid by Council for medical officer and 
family ; superannuation, N.H.S.S.S. or F.S.S.U. Home leave 
at end of tour approximately 18 weeks. 

Apply by letter, with names of 2 professional referees, to 

Establishment Officer, 38, Old Queen-street, Westminster, 
S.W.1, within 2 weeks. 
UNIVERSITY OF GLASGOW. Applications are invited 
for a LECTURESHIP IN EXPERIMENTAL SURGERY 
at the Royal Infirmary. Salary according to placement on 
University scale for clinical teachers. F.S.S.U. and family 
allowance benefits. 

Applications (12 copies) should be lodged, not later than 30th 
April, 1956, with the undersigned, from whom further particulars 
may be obtained. 

Rokt. T. HUTCHESON, Secretary of University Court. 


THE UNIVERSITY OF SHEFFIELD. Applications are 
invited for a post of LECTURER IN PUBLIC HEALTH to 
—e duties as soon as possible. Candidates should hold a 
D.P.H. or equivalent qualification. Salary scale £1000-£100- 
£1700, with F.S.S.U. provision and family allowances. Initial 
salary according to qualifications and experience. 

Further particulars should be obtained from the Registrar 
to whom applications (8 copies) should be sent by 5th May, 1956. 


UNIVERSITY OF MALAYA, Singap ore. Applications 
are invited for a SENIOR LK¢ STURESHIP IN ORTHO- 
PAZDIC SURGERY. Salary £2128 p.a. Allowances : expatria- 
tion £308 p.a.; cost-of-living in range £210-—£560 p.a. Ai\{ll 
paid in Malayan currency. Passages for appointee, wife, and 
children under 12 years. Part-furnished quarters at reasonable 
rent. Provident Fund Scheme. 

Applications (6 copies), naming 3 referees and detailing 
qualifications and experience, by 30th April, 1956, to Secretary, 
Inter-University Council for Higher Education Overseas, 
29, Woburn-square, London, W.C.1, from whom further 
particulars may be obtained. 








THE UNIVERSITY COLLEGE OF KHARTOUM, Suda 
Applications are invited for (1) SENIOR LECTU RESHIP 
or (2) LECTURESHIP in each of the following :— 
Anatomy Surgery 
Pathology Medicine 
Public Health 


Salary scales: Anatomy—(1) £E1675-£75-£1975-£2090 p.a,. 
(2) £E1225-£75-£1750 p.a. Other posts—(1) £E1750-£75 
£1975—-£2090-£2170 p.a., (2) £E1300-£75-£1825 p.a. Point 
of entry determined by qualifications and experience. Cost- 
of-living allowance approximately £E140 p.a. Outfit allowance 
£50. Passages for appointee and family on appointment, 
termination and annual leave. Appointment on contract for 
3 to 7 years (renewable) with bonus on completion (1 months 
salary for each year of service). Terms and conditions of service 
at present under review. 

Candidates for these posts may apply for secondment from 
the National Health Service for a period of up to 3 years under 
the terms of circular letter No. NHB/(52) 106EG/(52)101 of 
30th September, 1952. 

Detailed applications (8 copies), naming 3 referees, to be 
received as soon as possible by Secretary, Inter-University 
Council for Higher Education Overseas, 29, Woburn-square, 
London, W.C.1, from whom further information may be obtained. 
UNIVERSITY OF OTAGO, Dunedin, New Zealand. 
Applications are invited for the position of VIRUS RESEARCH 
OFFICER to the Microbiology Research Committtee of the 
Medical Research Council of New Zealand. Salary for medically 
qualified officers—£1371 7s.-£1671 7s. p.a. 

Further particulars and information as to the method of 
application may be obtained from the Secretary, Association 
of Universities of the British Commonwealth, 36, Gordon- 
square, London, W.C.1. Applications close on 3lst May, 1956. 
DALHOUSIE UNIVERSITY. Bacteriologist: Assistant 
Professor Dalhousie University Medica] School. To teach medical 
and science degr e students. Opportunities for clinical and 
academic research. New laboratories being planned. Minimum 
salary for recent Ph.D. graduate $4800 with increments for 
experience. 

Apply Prof. C. E. VaANRooYEN, Department of Bacteriology, 
62, University -avenue, Halifax, Nova Scotia, Canada. 


Hospital Services : Senior Appointments 


NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
The Board of Governors invites applications for the appointment 
of ASSISTANT PHYSICIAN to the Department of Psycho- 
logical Medicine (Consultant status), at the Maida Vale Hospital 
for Nervous Diseases, Maida Vale, W.9. Applicants should 
possess a higher medical qualification. The appointment will 
be part-time and the successful applicant wil) be required to 
attend 4 half-days per week. 

Applications (35 copies), giving the names of 3 referees, must 
be sent to the undersigned not later than 28th April, 1956. 

H. Ewart MITCHELL, Secretary to the Board of Governors. 

The National ans a 9 for Nervous Diseases, 

Queen-square, London, W.C.1. 
NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 

Part-time CONSULTANT OBSTETRICIAN to Iiford and 
Barking Group of hospitals (based on Barking Hospital) for 4 
sessions a week. 

Part-time CONSULTANT DERMATOLOGIST to Prince of 
of Wales’s General Hospital, N.15, and other hospitals in 
Tottenham Group (3 sessions a week). 

Part-time CONSULTANT DERMATOLOGIST to Whipps 
Cross Hospital, E.11 (3 sessions a week). 

Applications (6 c@pies), and names of 3 referees, should reach 

the Secretary, 114, Portland-place, London, W.1, by Saturday, 
28th April. ‘ : 
UNIVERSITY COLLEGE HOSPITAL, Gower-street, 
W.C.1. Applications are invited for the post of Whole-time 
CONSULTANT RADIOTHERAPIST from Ist August, 1956, 
or as soon thereafter as possible. The successful candidate will 
be required to reside within 10 miles or half an hours journey of 
University College Hospital. 

Applications (12 copies), with the names of 3 referees, to the 
Administrator and Secretary by 12th May, 1956. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. Applications are invited for the appointment of CON- 
SU LTANT RADIOLOGIST, on the basis of maximum part- 
time service. The successful candidate will be required to take 
up his duties in November, 1956. The officer appointed may 
be required to undertake postgraduate studies in other approved 
centres either in this country or abroad, for which purpose a 
Fellowship will be av ailable which will include travelling 
expenses, a subsistence allowance and a basic salary. 

Applications, giving the names of 3 referees, must be sub- 
mitted on a special form to be Ctemen from the undersigned. 
The closing date will be 12th ow & 1956. 

A. PHALP, 
Secretary and P: a ipal Administrative Officer. 

United Birmingham Hospitals. 

NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. CONSULTANT in Physical Medicine (whole-time 
or maximum sessions), Mid Herts and Luton and Hitchin Groups 
of hospitals. Duties will include 4 half-days a week at Garston 
Manor Medical Rehabilitation Centre, where the successful 
candidate will assist the Consultant-in-charge, and act as his 
Deputy. He will be required to live within easy reach of Garston 
Manor. Hospitals and Centre a A be visited by appointment 
with the Group Secretaries at: Bleak House, Catherine-street, 
St. Albans; St. Mary’s Hospital, Dunstable-road, Luton, and 
9, Rickmansworth-road, Watford, respectively. 

a topiaation forms obtainable from, and returnable to, 

ecretary, North W 7“ Metropolitan Regional Hospital Board, 
ite Portland-place, W.1, before 23rd May, 1956. 
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LEEDS REGIONAL HOSPITAL BOARD. Whole-time 
resident Locum Tenens ASSISTANT CHEST PHYSICIAN 
(Senior Hospital Medica] Officer scale). Required for duties 
mainly at Bradley Wood Sanatorium, near Huddersfield. 

Applications, stating age, qualifications, and details of 

present and previous appointments with dates, together with 
the names and addresses of 3 referees, to the Secretary, Leeds 
Regional Hospital Board, Park-parade, Harrogate, as soon as 
possible. 
LUTON AND DUNSTABLE HOSPITAL, Luton, Bedford- 
sure. Locum CONSULTANT SURGEON (either full-time or 
maximum sessions) required as from Ist May, 1956, probably 
for a period of 3 months. 

Applications should be sent to the undersigned as soon as 
possible. t. E. LINGARD, 

Luton and Hitchin Group Hospital Management Committee. 

St. Mary’s Hospital, Luton. 

MANCHESTER REGIONAL HOSPITAL BOARD. 

(a) Maximum Part-time CONSULTANT ANASTHETIST 
to the Bolton and District Hospital Centre (Bolton Royal 
Infirmary, 237 Beds; Bolton District General Hospital, 604 
Beds, &c.). Wide experience and higher qualifications essential, 
appointee to live in area. 24th April, 1956. 

(6) Whole-time or maximum Part-time CONSULTANT 
GROUP RADIOLOGIST to the Bolton and District Group of 
hospitals (Bolton Royal Infirmary, &c.). Wide experience and 
higher qualifications essential. To live in or near Bolton. 
25th April, 1956. 

(c) Whole-time NON-RESIDENT ASSISTANT ANZES- 
THETIST (Senior Hospital Medical Officer) to the Stockport 
and Buxton Group of ee (Stockport Infirmary, &c.) and 
possibly with some duties in the Macclesfield and District Grou 
of hospitals. Good experience and higher qualifications essential. 
80th April, 1956 

Application forms from the Senior Administrative Medical 

Officer to the Board, Cheetwood-road, Manchester, 8, to be 
returned by the dates stated. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Tees- 
SIDE HOSPITAL MANAGEMENT COMMITTEE. (Population 350,000. ) 
STOCKTON AND THORNABY HOSPITAL. (130 Beds.) SENIOR 
CASUALTY OFFICER (whole-time). Duration of tenure of 
post not exceeding 4 years. The Senior Casualty Officer will be 
required, subject to the supervision of the Senior Surgeon 
to General Surgical Clinic No. 3 and the Senior Orthopedic 
Surgeon, to organise the work of the busy Casualty Depart- 
ment. Salary £1500-£1950. The Senior Casualty Officer must 
reside near the Stockton and Thornaby Hospital. Further 
articulars may be obtained from the Senior Surgeon, General 
Burgical Clinic No. 3 at the Stockton and Thornaby Hospital, 
Stockton-on-Tees. 

Applications, with names and addresses of 3 referees, to be 
forwarded to Senior Administrative Medical Officer, Newcastle 
Regional Hospital Board, Walker Gate Hospital, Benfield- 
road, Newcastle upon Tyne, 6, within 28 days. 


=. GROUP HOSPITAL MANAGEMENT COM- 

Locum ASSISTANT PSYCHIATRIST (Senior 
Hospital Medical Officer or Registrar grade) required at the 
Ingrebourne Centre, St. George’s Hospital, Hornchurch, for 
some months. Wide experience in psychiatry and psychotherapy 
and preferably also some experience of child guidance. 

Applications, with names of 3 referees, to the Group Secretary, 
Oldchurch Hospital, Romford, from whom further particulars 
can be obtained. 

SHEFFIELD REGIONAL HOSPITAL BOARD. 
SULTANT PHYSICIAN (maximum part-time) 
for hospitals in the Rotherham and Barnsley Areas. 

Application forms and further details from Senior Administra- 
tive Medical Officer, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, 10. Forms to be returned by 5th May, 
1956 
SHEFFIELD REGIONAL HOSPITAL BOARD. Con- 
SULTANT ANASSTHETIST (maximum part-time) required 
with duties in Grimsby and Louth. 

Application forms and further details from Senior Adminis- 

trative Medical Officer, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, 10. Forms to be returned by 12th May, 
1956. 
WELSH REGIONAL HOSPITAL BOARD. Applications 
are invited for the full-time appointment on the Headquarters 
permanent staff of MEDICAL OFFICER. Salary £1415 (at 
age 33 or over)-£50 (4)-£65 (1)-£1680 p.a. The commencing 
salary will be abated in the case of a successful applicant under 
33 years of age. The duties of the office will be concerned in 
assisting in the administration of the Hospital and Specialist 
Services provided by the Board, as may be assigned to him 
from time to time by the Board’s Senior Administrative Medical 
Officer. The appointment is subject to the provisions of the 
National Health Service superannuation regulations, and to the 
passing of a medical examination. 

Applications (including a statement of the candidate’s age, 
qualifications and experience and the names of 3 referees) should 
be received by the undersigned not later than 14 days from the 
date of this adv ertisement, Opposes. 

WELL, Secretary of the Board. 

Temple of Peace and ‘Health, Cardiff. 

WELSH REGIONAL HOSPITAL BOARD. Whole-time 
Locum Tenens SENIOR HOSPITAL MEDICAL OFFICER in 
Traumatic Surgery required at St. David’s Hospital, Cardiff, 
30th April-13th May, 1956. 

Applications, naming 2 referees, to Senior Administrative 
Medical Officer, Temple of Peace, Cathays Park, Cardiff. 


WELSH REGIONAL HOSPITAL BOARD. Whole-time 
Locum Tenens CONSULTANT in General Surgery required at 
Barry Accident Hospital, 2ist June-22nd July, 1956. 

sal plications, naming 2 referees, to Senior ee 
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NORTHERN IRELAND HOSPITALS AUTHORITY. 
Locum Tenens for Consultants. Applic ations are invited for 
Whole-time LOCUM TENENS posts in hospitals in Northern 
Ireland for the whole or part of the undernoted periods : 
Obstetrics and Gynecology—3 posts : 

(i) Ist July—3lst August, 1956. 

(ii) 14th July—4th September, 1956. 

(iii) 4th-—31st July, 1956. 
General Medicine—1 post : 

Ist July—30th September, 1956. 
Radiology—1 post : 

llth June—Ist July, 1956. 

13th-—25th August, 1956, and 

3rd—29th September, 1956. 
Remuneration will be at the rate of 314 guineas per week, or, 
if the locum is a Consultant, at the rate of £50 per week. te) 

Applications to be made on a form obtainable (with further 
particulars) from the Secretary, Northern Ireland Hospitals 
Authority, 44-46, Queen-street, Belfast, and to be returned 
as soon as possible. rey , 
CANADA. UNIVERSITY OF ALBERTA HOSPITAL, 
EDMONTON, CANADA, requires ANASSTHETIST. Starting salary 
for individual with 2 years postgraduate training $7350 p.a., 
D.A. $8350 p.a. 3 annual increments of $500 after Canadian 
certification obtained. Generous provision for sick benefits, 
vacation and pension. Transportation loan available if desired. 

Spey aves references, photograph, first letter te — 


Medical Superintendent. 

SOUTH AUSTRALIA: INSTITUTE OF MEDICAL 
AND VETERINARY SCIENCE. ASSISTANT MEDICAL BAC- 
TERIOLOGIST. Applications are invited from medical gradu- 
ates for this appointment in clinica] bacteriology. The labora- 
tories, which are modern and well equipped, serve the Royal 
Adelaide Hospital and other hospitals and institutions. There 
are opportunities for some research and for special investigations. 
The salary offered is within the range £1750-£2150. according 
to experience. Alternative schemes for superannuation are 
available. Within 2 years the Medical euper eae will be due 
to retire (salary range £2150-£2600). 

The Director of the Institute will be in London during April 
and May and will be available to give full particulars of condi- 
tions of service to those interested. eens for an interview 
or further written information should be addressed to the Agent 
General for South Australia, South Australia House, Marble 
Arch, London, W.1. 


Hospital Services : Junior Appointments 
BETHNAL GREEN HOSPITAL, Cambridge Heath-road, 
London, E.2. (Acute 309 Beds.) Applications are invited for the 
post of SENIOR HOUSE OFFICER (potest), * resident or 
non-resident, for area laboratory at this Hospital. The successfal 
candidate will be expected when necessary to work in other 
hospitals in the Group under the supervision of the area 
Pathologist. 

Applications, stating age, nationality. experience, and quali- 
fications, with copies of 3 recent testimonials, to the aoetital 
Secretary, by 19th April, 1956. 

BETHNAL GREEN HOSPITAL, Cambridge Heath-road, 
London, E.2. (Acute General—309 Beds.) HOUSE SURGEON. 
Post recognised for F.R.C.S. and SS 

Applications, stating age, a qualifications and 
experience, with copies of 2 testimonials, te the Hospital 
Secretary by 24th April, 1956. 

DREADNOUGHT SEAMEN’S HOSPITAL, Greenwich, 
* ' _ HOUSE PHYSICIAN (pre-registration) required from 
8 ay. 

Applications, stating age, nationality, qualifications and 
experience with names of 3 recent referees, should be sent to the 
Secretary at the above address not later than 2ist April. 











FOREST GATE HOSPITAL, Forest-lane, &.7. Pre- 
registration OBSTETRIC HOUSE OFFICER (second post) 
required for 6 months commencing Ist June, 1956. The Ly OG. 
ment is recognised for training of candidates for D.Obst.R 

Applications, with names of 2 referees, to the Group oe 
West Ham Group Hospital Management Committee, Stratford, 
E.15, by 21st April, 1956. 
GROVE PARK HOSPITAL, Lee, London, = E.12. 
LEWISHAM GROUP HOSPITAL MANAGEMENT COMMITTEE plica- 
tions are invited for the post of SENIOR HOUSE SURGEON 
to the Thoracic Surgery Unit at the above Hospital for pulmonary 
tuberculosis. Vacant immediately and tenable for 1 year. 
Salary £745 p.a., less £150 for residential emoluments. 

Applications, stating age, qualifications and experience, with 
copy testimonials or names of Oxy s, to Group Secretary at 
Lewisham Hospital, London, 8.E.1 
HACKNEY HOSPITAL, ieedon: E.d. (General—s4i 
Beds.) Applications from registered practitioners for the 6 
months resident appointment of CASUALTY OFFICER AND 
E.N.T. HOUSE SURGEON (House Officer grade), should 
| h- Amend to Secretary, above address, quoting 
HIGHLANDS GENERAL HOSPITAL, Winehmere Hill, 
N.21. HOUSE SURGEON required. Duties mainly orthopedic 
with some E.N.T., casualty, and emergency general surgery 
New Operating Theatre, Outpatient and Casualty Depestensnte. 
Preference given for applicants seeking pre-registration post 
under Medical Act, 1950. 

Applications, with copies of 3 testimonials and name and 
address of 1 referee, to Hospital Secretary. 
QUEEN CHARLOTTE’S AND CHELSEA HOSPITALS. 
CHELSEA HOSPITAL FOR WOMEN. HOUSE SURGEON (Senior 
— Officer), resident post tenable for 1 year from Ist August, 
956. 

Applications to the Secretary to the Board of Governors 
> on forms obtainable from 339, Goldhawk- Pall 
Londen, . 
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LONDON CHEST HOSPITAL. Hospitals for Diseases 
OF THE CHEST. 2 vacancies occur ist June, 1956, for RESIDENT 
HOUSE PHYSICIAN. Appointments for 6 months, 4 in 
London, 2 at the Country Branch, near Letchworth, and posts 
ed as House Officer. Duties include work in the Outpatient 
epartment and Refill Clinic as well as in wards. 
Applications, stating date of birth, qualifications with dates, 
and —- appointments held, with copies of 3 testimonials, 
should reach the eee —_ later than 17th April. 


MAS BROWN, House Governor. 
London Chest Hospital, Es. 


NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Neurology. Applications are invited for the post of RESIDENT 
HOUSE PHYSICIAN at Maida Vale Hospital for Nervous 
Diseases, London, W.9. Grading as Senior House Officer or 
Registrar, according to experience. Appointment for 6 months, 
renewable. Preference will be given to a candidate holding a 
higher degree. 

Applications, with copies of 3 recent testimonials, fon be 
ad d to the Secretary, at Maida Vale Hospital, W.9, by 
2ist April, 1956. 

PADDINGTON GREEN CHILDREN’S HOSPITAL, W.2. 
(ST. MARY’S HOSPITAL.) Applications are invited for the posts 


of :— 
(a) HOUSE 


SURGEON (pre-registration post), vacant 
Ist June, 1956. Tenable for 6 months. 
(6) HOUSE PHYSICIAN (pre-registration post), vacant 


Ist June, 1956. Tenable for 6 months. 
Applications, stating age, nationality, qualifications with 
dates, and experience, with copies of 3 recent testimdnials, 
should reach the Secretary not later than Saturday, 28th April, 


PRINCE OF WALES’S GENERAL HOSPITAL, N.15. 
(248 Beds.) Applications are invited from registered medical 
ractitioners for the post of RESIDENT GYNACOLOGICAL 
JOUSE SURGEON (Senior House Officer ; recognised for 
M.R.C.O.G. examination), for a period of 6 months, vacant 
16th May, 1956. 

Application form from Secretary, Tottenham Group Hospital 
Management Committee, The Green, N.15, to be returned by 
28th april, 1956. 

QUEEN ELIZABETH HOSPITAL FOR CHILDREN 
MANAGEMENT COMMITTEE, Hackney-road, E.2, Shadwell, E.1, 
and BANSTEAD WOOD, SURREY. HOUSE OFFICERS (2). 
Appointments will be made for 2 consecutive periods of 6 
menths commencing Ist June, 1956. First period as House 
7 and second as House Surgeon and Casualty Officer. 

———— forms may be obtained from the Secretary at 
Hackney-road and should be returned with copies of not more 
than 3 testimonials on or before 30th April, 1956. 


ROYAL FREE HOSPITAL GROUP. plications are 
invited for the post of SENIOR MEDICAL APEGISTRAR to 
work at the Hampstead General Hospital. Candidates should be 
registered medical practitioners and members of the Royal 
College of Physicians. The , yn is for 1 year in the 
first instance commencing Ist June, 1956 

Applications, together with names of 3 referees, to be sent to 
the Secretary, Hampstead General Hospital, Haverstock Hill, 
N.W., by 18th April, 1956. 
ROYAL MARSDEN HOSPITAL, Fuiham-road, London, 
8.W.3. Applications are invited for the full-time appointment 
a REGISTRAR in the Radiotherapy Department. Salary 
£850 p.a. Candidates must hold a Diploma in Medical] Radiology. 

Forms of application are obtainable from the House Governor, 
to whom applications, together with the names of 3 referees, 
should be sent by 2nd May, 1956. 
ROYAL NORTHERN HOSPITAL, Holloway, N.7. Second 
RESIDENT ANASTHETIST (Senior House Officer grade) 
required beginning of May, 1956. Appointment recognised for 





A. 

Applications to be sent to the Hospital Secretary by 24th 
April, 1956. 
ROYAL NORTHERN HOSPITAL, Holloway, London, N.7. 
HOUSE SURGEON required lith May, 1956. Preference 
given to pre-registration candidates. Recognised for F.R.C.S. 

Applications, with copies of recent testimonials, to be sent 
to the Hospital Secretary by 24th April, 1956. 


ST. JAMES’ HOSPITAL, Balham, London, 8&.W.12. 
SENIOR HOUSE OFFICER (pediatrics) with at least 6 months 
Yok experience. Vacant 14th May. Post recognised for 

C.H. 

Applications, stating age, qualifications, experience, and 
names of 2 referees, to Group Secretary, Wandsworth Hospital 
Group, at_above address by 21st April. 

ST. JAMES’ HOSPITAL, Balham, S8.W.12. South West 
METROPOLITAN REGIONAL HOSPITAL BOARD. MEDICAL REGIS- 
TRAR required. 

Application forms (send stamped addressed large foolscap 

envelope) obtainable from the Group Secretary, Wandsworth 
Hospital Group, at above address, to be completed and returned 
by 28th April. : 
ST. MARY'S HOSPITAL, eg et S DEPARTMENT, 
PRINCESS LOUISE KENSINGTON TAL FOR CHILDREN, 
St. Quintin-avenue, W.10. CLINIC. AL, "ASSIST ANT (medical, 
Senior House Officer grade) required for 1 session per week, 
Thursdays P.M 

Applications, with names of 3 sr ear. to the undersigned 
not later than 2ist April, 1956. . C. YOUNG, Secretary. 








ST. MARY'S HOSPITAL, ee DEPARTMENT, 
PRINCESS LOUISE Brag ti HOSPITAL FOR CHILDREN, 
St. Quintin-avenue, W.10. HOUSE OFFICER required (second 
or third post), medical. Vacant Ist June, 1956. Pre-registration 
(second post) candidates considered. Recognised for the D.C.H. 
Applications to undersigned not 7 than Thursday, 19th 
April, 1956. A. C. YOUNG, Secretary. 





ST. MARY’S HOSPITAL, Paddington, W.2. Applications 
are invited for the post of REGISTRAR to the Diagnostic 
Radiological Department ; possession of the Diploma in 
Radiology is essential. The appointment is for a first period of 
12 months, as from a date to be arranged ; remuneration to be 
at Registrar rates. 

Applications, stating nationality, date of birth, permane 
address, qualifications with dates, details and National Health 
Service gradings of eases and present appointments, together 
with the names and addresses of 3 referees, should reach ALAN 
PowpttcH, House Governor. not later than 30th April, 1956. 
ST. THOMAS’S HOSPITAL, London, S8.E.1. Surgical 
gm Sage for a period of 1 year in the first instance from 

Ist July, 1956. There are 4 Surgical Registrar posts at St. 
Thomas’s and in the Group, which are interchangeable, 2 of 
them being resident and 2 non-resident. 

Applications, naming 2 referees, to the Clerk of the Governors 

by 28th April, 1956. 
ST. ANN’S GENERAL HOSPITAL, N.15. Applications 
are invited from re y red medical practitione rs for the appoint- 
ment of RESIDENT HOUSE PHYSIC a (Senior House 
Officer) to above Hospital for duty in the Chest Department 
with other general duties, for a period of 6 months from 3rd 
June, 1956. 

Application form from Secretary, Tottenham Group Hospital 

Management Committee, The Green, N.15, to be returned by 
5th May, 1956. 
ST. GEORGE’S HOSPITAL, 8.W.1. Applications are 
invited for the post of Whole- time REGISTRAR to the Diag- 
nostic X-ray Department. This is a non-resident appointment, 
and candidates should possess a radiological qualification. 

Applications, stating age, education, qualifications, ex ienee, 
and the names of 2 referees, should reach the undersigned 
not later than 5th May, 1956. 

-P. H. CONSTABLE, House Governor. 

SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in General Medicine to fill a vacaney 
in the approved trainee establishment at the Lewisham Group ef 
hospitals. The appointment will] be in accordance with the terms 
and conditions of service of hospital medical and dental staffs 
(England and Wales), and will be for 1 year in first 
instance. - 

Los eee giving particulars of age, qualifications, and 
experience with relevant dates, together with the names — 
addresses of 2 referees, to be sent to the Secretary, Regist 
Committee, South East Metropolitan Regional Hospital} Board. 
11, Portland-place, London, W.1, not later than 28th April, 1956. 
SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, 8.W.4. SOUTH WEST METRO- 
POLITAN REGIONAL HOSPITAL BOARD. plications are invited 
from registered Female medical A for the post of 
full-time RESIDENT OBSTETRIC AND SIN MOOLOGIOAR 
REGISTRAR. Recognised for the M.R.C.0.G., which will 
become vacant within the next 3 Lh ng The appointment is 
normally for 2 years, but subject to review at the end of the 
first year. Canvassing will disqualify but candidates are not 
precluded from visiting the Hos ital if they so desire. 

For forms of application apply y (enclosing stamped addressed 
envelope) to the Secretary, Lambeth mg Hospital sanege. 
ment Committee, Renfrew-road, S.E.11, to whom com pleted 
applications ‘should be returned not later ‘than 28th April, Pigee. 


SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, 8.W.4. plications are invited 
from registered medical Women for = post of SENIOR 
HOUSE OFFICER in Pathology. vious experience in 
laboratory work is noé essential. Applicants will be required to 
live near the Hospital. 

For form of application apply to the Secretary. 
TAVISTOCK CLINIC, 2, Beaumont-street, W.1. North 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. SENIOR 
REGISTRAR in Psychiatry, whole-time, Department for 
Children and Parents. At least 1 years previous experience 
in child psychiatry essential. Post vacant Ist June, 1956. 
Clinic may be visited by direct appointment. 

Application forms obtainable from —_ returnable to, Secretary 
to Committee, Paddington Group pital Management Com- 
mittee, Harrow-road, W.9, by 30th ‘April, 1956 











THE HOSPITAL coe sicK CHILDREN, “Great Ormond- 
street, London 1. Applications are invited for the post of 
RESIDENT ABs 1S ANT SURGEON (grade Senior Registrar), 
falling vacant on Ist July, 1956. The appointment is whole-time 
and resident. Duties will be both supervisory and administrative 
and cover the whole of the surgical work of the Hospital. 

Further particulars and form of application which must be 
returned not later than Monday, 14th May, 1956, are obtainable 
from the undersigned. 

H. F. RUTHERFORD, House Governor and Secret: 


WESTMINSTER CHILDREN’S HOSPITAL. est- 
MINSTER HOSPITAL TEACHING GROUP. HOUSE PHYSIC: TAN 
(second pre-registration ) for 6 months from Ist June, 1956. 

Applications, with copies of testimonials, to the’ Secretary, 
Westminster Children’s Hospital, Vincent-square, 8.W.1, by 
28th April. Z 
WILLESDEN CHEST CLINIC, Pound-lane, N.W.10. 
NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
MEDICAL REGISTRAR required. Duties include clinic and 
district work, also personal supervision 20 tuberculosis patients, 

Neasden Hospital, and some duties Central Middlesex Hospital. 
Candidates require experience in general medicine and some 
experience in treatment of pulmonary tuberculosis. Preference 
to candidates with higher qualification. Further details from 
Physician to the Clinic. 

Application forms from, and returnable to, Group cree 
Central Middlesex Group Hospital Management Committee 
Acton-lane, N.W.10, by Psth foal, 1956. 
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ANGUS, STRACATHRO AND BRECHIN HOSPITALS. 
BOARDS OF MANAGEMENT. Applications are invited for the 
appointment of JUNIOR HOSPITAL MEDICAL OFFICER 
to the Angus Tuberculosis Hospitals and Clinics, under the 
control of the Area Chest Physician, with duties at Stracethro, 
Noranside and Whitehills Hospitals, as required. Clinic, 
domiciliary, and laboratory experience will also be afforded. 
Salary scale (£775-£50(6)-£1075 p.a. Unmarried accommoda- 
tion can be provided in Stracathro Hospital, but the Officer 
appointed may live out, if desired. 

Applications, naming 3 referees, should be addressed to the 
Group Medical Superintendent, Arbroath Infirmary, Angus, 
to reach him within 10 days of the appearance of this notice. 
ASHTON, HYDE AND GLOSSOP HOSPITAL MANAGE- 
MENT COMMITTEE. HOUSE SURGEON required at Ashton- 
under-Lyne General Hospital. Preference will be given to pre- 
registration applicants. Recognised for F.R.C.S.(Eng.). Vacant 
now. 

Applications, with copies of 2 testimonials, to Group Secretary, 
General Hospital, Ashton-under-Lyne, Lanes 
ASHFORD HOSPITAL, Ashford, Midalesex. 
RESIDENT HOUSE SURGECN 
Orthopedic Unit. Preference 
candidates. 

Applications, stating age, qualifications and experience with 

copies of up to 3 recent testimonials, to Medical Director of 
Hospital immediately. 
BARROW AND FURNESS HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for a post of ANAES- 
THETIST, of Junior Hospital Medical Officer status, for services 
within the Barrow and Furness Hospital Group. Resident or 
non-resident. Post, which is recognised for D.A., is tenable for 
4 years, but may be renewed at end of period. 

Applications to Group Secretary, 52, Paradise-street, Barrow- 

in-Furness. 
BATLEY. THE GENERAL HOSPITAL, Carlinghow Hill, 
BATLEY. Applications are invited for the post of SENIOR 
HOUSE OFFICER (resident) which is available immediately. 
The Hospital has 99 Beds which are allocated to the specialties 
of general surgery, E.N.T., orthopeedics and ophthalmology. 

Apply in writing to the Administrative Officer enclosing copies 
of 2 testimonials. 

BEDFORD GENERAL HOSPITAL. (437 Beds.) Resident 
SENIOR HOUSE OFFICER in Medicine. Now vacant, tenable 
for 12 months. 

Applications, stating age, qualifications, experience, copies of 
2 recent testimonials, to Group Secretary, Bedford Group Hos- 
pital Management Committee, 3, Kimbolton-road, Bedford. 
BEDFORD GENERAL HOSP'TAL, Kimboiton-roaa. 
(437 Beds.) Locum HOUSE SURGEON (mainly orthopedic) 
required immediately. Salary £9 10s. per week. 

Applications, with 2 testimonials, to Group Secretary, 

Group Hospital Management Committee, 3, 
Bedford. 
BEDFORD GENERAL HOSPITAL. (437 Beds.) 2 Pre- 
registration HOUSE SURGEONS required (1 immediately and 
1 mid-May). The appointments offer exceptional opportunities 
for general experience in busy acute surgic al units. 

Detailed applications, with copies of 2 recent testimonials, to 

Group Secretary, Bedford Group Hospital Management Com- 
mittee, 3. Kimbolton-road, Bedford. 
BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
(229 Beds.) ORTHOPAEDIC HOUSE SURGEON (first, 
second or third post). Married accommodation available. 
Offers good opportunity for general experience in busy acute 
general hospital. Approved pre-registration post. Fully 
qualified practitioners may apply. Recognised for F.R.C.S 
Vacant mid-May. 

Apply to Group Secretary. 

BLACKBURN. ROYAL INFIRMARY. (262 general 
beds.) HOUSE SURGEONS (2) required 23rd April and Ist May, 
1956. Posts recognised for F.R.C.S. and approved for pre-registra- 
tion purposes. 

Applications to Secretary, Blackburn and 
Management Committee, Hospital 
Office, Royal Infirmary, Blackburn. 
BIRMINGHAM REGIONAL HOSPITAL BOARD. 

(1) No. 20 Group: Coventry and Warwickshire Hos- 
pital, Coventry 

REGISTRAR (anesthetics) for Nuneaton Hospitals. 
ence spec iat y essential. Non-resident. 
F.F.A.R.C 

(2) Dudley and Stourbridge Group, Guest Hospital, 
Dud 

REGISTRAR (general medicine). Duties at Wordsley Hos- 
pital (478 Beds). Experience specialty essential. Higher 
qualification desirable. Resident. 

Application forms from Group 
before 23rd April, 1956. 
BIRMINGHAM, 18. DUDLEY ROAD HOSPITAL. (780 
Beds.) SENIOR HOUSE OFFICER (anesthetics) resident, 
required after Ist May. Recognised for D.A. and F.F.A.R.C.S. 
Extensive experience in anesthetics not necessary. Duties 
include list and emergency work in general surgery, gyneco- 
logy, obstetrics, and E.N.T. at hospitals in Group. 

Detailed applications, with copies of 3 recent testimonials, 

to J. PRESTON, Group Secretary. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS, THE CHILDREN’S HOSPITAL, Ladywood-road, BIRM- 
INGHAM, 16. Applications are invited for the appointment of 
RESIDENT MEDICAL OFFICER in the grade of Senior 
House Officer, vacant Ist June, 1956, for 1 year. 

Forms of application may be obtained from the 
Governor and should be returned to him not later than 
May, 1956. 


Required, 
(Male) for Traumatic and 
given to pre-registration 


Bedford 
Kimbolton-road, 


District Hospital 
Management Committee 


Experi- 
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Secretaries, to be returned 


House 
5th 


A. PHALP, Secretary to the Board of Governors. 
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BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
ae THE CHILDREN’S HOSPITAL, Ladywood-road, BIRMING- 
6. Applications are invited for the post of ASSISTANT 
RESIDENT MEDICAL OFFICER (Senior House Officer), 
vacant 20th June. 1956, for 1 year. Main duty to take charge of 
Infants Block (60 Cots). Previous hospital experience of diseases 
of infancy is — and preference will be given to candidates 
holding the M.R.( 
Forms of a may be obtained from the 
Governor oy should be returned by 30th April, 1956. 
G. A. PHALP, Secretary to the Board of Governors, 
BIRMINGHAM. UNITED BIRMINGHAM HOSPITALS. 
BIRMINGHAM AND MIDLAND HOSPITAL FOR WOMEN, Showell 
Green-lane, SPARKHILL, BIRMINGHAM, 11. Applications are 
invited from registered medical practitioners for the following 
vacancies :— 
1 RESIDENT GYN-ZCOLOGICAL HOUSE SURGEON for 
duty with the Professorial Unit, from Ist June, 1956. 
2 RESIDENT GYNACOLOGICAL HOUSE SURGEONS 
from 7th July, 1956. 
The appointments are M.R.¢ 
D.Obst.R.C.0.G. 
Application forms obtainable from the House Governor at the 
above address, to be returned es ly. 
PHALP, Secretary. 
BIRMINGHAM, 9. LITTLE SkOMWICH GENERAL 
HOSPITAL. RESIDENT MEDICAL OFFICER in Infectious 
Diseases (Senior House Officer grade). Residential charge— 
£157 p.a. Hospital serves a wide area and gives opportunities 
for the study of infectious diseases. Part of Hospital being 
developed as a General Hospital, where further experience can 
be gained. 
Apply Physician-Superintendent. 
BIRMINGHAM (near). THE MIDLAND CENTRE FOR 
NEUROSURGERY, Holly-lane, SMETHWICK, near BIRMINGHAM. 
RESIDENT SENIOR HOUSE OFFICER, vacant Ist May, 
1956. This is a new Hospital entirely devoted to neurology and 
neurosurgery, within easy reach of Birmingham. Salary on 
national scale, less deduction for board, lodging, &c. 
Applications, with names of 2 referees, to the Group Secretary. 
West Bromwich and District Hospitals Management Committee. 


BISHOP AUCKLAND. THE GENERAL HOSPITAL. 
(350 Beds.) HOUSE SURGEON required. Recognised pre- 
registration post. Immediate vacancy. 

Apply, naming 2 referees, to Group Secretary, South West 
Durham Hospital Management Committee, at above address 
BOSTON. GENERAL HOSPITAL. (80 Beds.) Sheffield 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT REGIS 
TRAR (obstetrics and gynecology) required with relief duties 
in the Casualty Department. Post becomes vacant Ist May. 
Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Gld 

Fulwood-road, Sheffield, by 23rd April, 1956, giving age. 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley-road, BOSCOMBE. BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTER. Applications are invited 
for the appointment of GENERAL HOUSE SURGEON. 
The post, which becomes vacant on 19th May, 1956, is recognised 
for the F.R.C.S. examination and for pre-registration purposes. 

Applications to the Hlospital Secretary at the Hospital. 
BROMLEY HOSPITAL, Kent. Senior House Officer 
(in charge Casualty Department ) required for 6 months from 
7th May, 1956. Recognised for F.R.C.S Deduction of £150 
p.a. for residence. 


House 


recognised for the -0.G. and 





Apply, stating age, qualifications with dates, previous experi 
ence, and naming 3 referees, to Administrative Officer. 
BRIDGE OF EARN HOSPITAL, Perthshire. Appli- 
cations are invited for the following posts : 

1 HOUSE SURGEON (Fracture and Orthopedic Unit). 

1 i HOUSE SURGEON (Fracture and Orthopadi 

nit) 


Junior post is recognised for pre-registration hospital service 
Both posts recognised by the Royal College of Surgeons under 
regulations for the F.R.C.S. 

Applications, giving age, qualifications, experience, and th« 
names of 2 referees, should be sent to the Group Medical Super 
intendent, Perth Royal Infirmary, Perth. 


BRIGHTON GENERAL HOSPITAL. House Surgeon 


(orthopedics). This post is recognised as a pre-registration 
appointment. 
Applications, stating age, qualifications, and experience, 


together with copies of recent testimonials, should be sent to the 
Physician-Superintendent, Brighton General Hospital, Elm- 
grove, Brighton. 


BRIGHTON GENERAL HOSPITAL. Casualty Medica! 


OFFICER (for casuaity and general duties), House Office: 
grade. 
Applications, stating age, qualifications, and experience, 


together with copies of recent testimonials, should be sent to the 
Physician-Superintendent, Brighton General Hospital, Elm- 
grove, Brighton, as soon as possible. . 
ye ay ROYAL SUSSEX COUNTY HOSPITAL. 
(312 Beds.) 

2 CASUALTY HOUSE SURGEONS. 
in Orthopedic and Traumatic Unit. 


end May 
SURGEONS, 


Duties include work 
Vacant mid-April and 


3 HOUSE vacant 
mid-April, beginning and mid-May. 

All posts recognised for pre-registration and F.R.C.S 

2 HOUSE PHYSICIANS (pre-registration), vacant beginning 
May and June. 

Applications, stating usual particulars, and naming 2 referees, 
to the Administrative Officer, Royal Sussex County Hospital, 
Brighton, 7. 


(including gynecology 
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BRISTOL. COSSHAM AND FRENCHAY HOSPITAL 
MANAGEMENT COMMITTEE. HOUSE SURGEON in General 
Surgery required at Cossham Memorial Hospital, Kingswood, 
Bristol, for period 21st April—3lst July, 1956. 88 Beds acute 
medicine and surgery. Recognised pre-registration post but 
fully registered practitioners considered. 

Apply to Group Secretary, Frenchay Hospital, Bristol, 
quoting qualifications, experience and names of 2 referees. 
BRISTOL. FRENCHAY HOSPITAL. House Surgeon 
required for Regional Department of Plastic Surgery of 94 Beds. 
Tenure 6 months, renewable by mutual agreement. 

Apply to Group Secretary, Frenchay Hospital, 
quoting age, experience and names of 2 referees. 
BRISTOL (near). HAM GREEN HOSPITAL, Pill, 
BRISTOL, Applications are invited for the post of SENIOR 
HOUSE OFFICER in the tuberculosis wards (188 Beds) of the 
above Hospital. The Hospital is fully equipped for the modern 
treatment of pulmonary tuberculosis including regular major 
thoracic surgery. Appointment for 1 year renewable. 

Apply Secretary, Ham Green Hospital, Pill, near Bristol. 
BROXBURN, WEST LOTHIAN. BANGOUR GENERAL 
HOSPITAL. CHEST AND TUBERCULOSIS UNIT. Applications are 
invited for the post of a or JUNIOR HOSPITAL 
MEDICAL OFFICER (resident or non-resident). Bangour 
General Hospital (620 Beds) is 15 miles west of Edinburgh. 
This Unit (262 Beds) offers comprehensive experience in latest 
methods of treatment of tuberculosis. Thoracic, orthopedic 
and genito-urinary surgery are done within the unit which is 
also the centre of area domiciliary and outpatient work. 

Applications, stating age, sex, nationality, qualifications and 
giving names of 2 referees, to Group Secretary and Treasurer, 
Board of Management, Bangour Hospital, Broxburn, West 
Lothian. 

CAMBRIDGE. ADDENBROOKE’S HOSPITAL. House 
PHYSICIAN for 6 months from Ist June. Recognised Pre- 
registration Service. 

Apply, stating age, nationality, qualifications and experience 
with dates, and copies of 3 testimonials, to the Secretary by 
2ist April. Interviews end of April. 
CARDIFF. ST. DAVID’S HOSPITAL. 
(temporary) required 9th May, 1956. 

Form of application from Group Secretary, 44, Cathedral-road, 
Cardiff. 

CARDIFF. ST. DAVID’S HOSPITAL. (640 Beds.) Senior 
HOUSE OFFICER (resident or non-resident) required for 
Geriatric Unit at above Hospital, commencing Ist May, 1956. 

Form of application from Group Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral-road, Cardiff. 
CARMARTHEN. WEST WALES GENERAL HOSPITAL. 
(188 Beds.) WEST WALES HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the post of SENIOR HOUSE 
OFFICER (orthopedic and traumatic surgery) which is now 
vacant. Salary and conditions of service as laid down by 
Ministry of Health. 

Applications, stating age, qualifications, experience, nationa- 
lity with names and addresses of 3 referees, to the Group Secre- 
tary, West Wales Hospital Management Committee, Glangwili, 
Carmarthen. 

CARSHALTON, SURREY. ST. HELIER HOSPITAL. 
HOUSE PHYSICIAN (pre-registration), vacant end of May. 

Applications, stating age, qualifications and experience, with 
copies of recent testimonials and the name and address of 1 
referee, should be sent to the Secretary at above address. 
CARSHALTON, SURREY. ST. HELIER HOSPITAL. 
OBSTETRIC HOUSE SURGEON (pre-registration post) to 
the Obstetric and Gynecological Unit (108 Beds), vacant end 
of May. Post recognised for M.R.C.O0.G 

Applic ations, stating age, experience, and qualifications, with 
copies of recent testimonials, and the name and address of 1 
referee, should be sent to the Secretary at above address. 
CLACTON AND DISTRICT HOSPITAL, Clacton-on-Sea. 
(58 Beds.) Applications invited for post of REGISTRAR 
(Resident Surgical Officer). Required temporarily, mid-May— 
mid-September. 

Applications, with copies of 3 testimonials, to the Group 
Secretary, Colchester Hospital Management Committee, 14, 
Pope’s-lane, Colchester, Essex. 

CHELMSFORD AND ESSEX HOSPITAL. (162 Beds.) 
Applications are invited for the post of RESIDENT HOUSE 
SURGEON (pre-registration post). Post vacant now and 
offers good surgical experience and is recognised for the F.R.C.S. 

Applications, together with 2 recent testimonials, to the 

Secretary, Chelmsford Hospital Management Committee, 
London-road, Chelmsford. 
CHELMSFORD. ST. JOHN’S HOSPITAL. Resident 
OBSTETRIC HOUSE SURGEON (Senior House Officer grade). 
Recognised by the Royal College ef Obstetricians and Gyneeco- 
logists for training for D.Obst.R.C.0.G. and M.R.C.0O.G, 
(obstetrics). Appointment commences 5th May, 1956 The 
department consists of 77 Beds and offers excellent facilities for 
training. 

Applications, stating age, nationality, qualifications and 

experience, together with recent testimonials, should be received 
not later than 24th April by the Group Secretary, Chelmsford 
Group Hospital Management Committee, Chelmsford and Essex 
Hospital, London-road, Chelmsford. 
CHELMSFORD. ST. JOHN’S HOSPITAL. (Recognised 
for M.R.C.0.G.) RESIDENT GYNACOLOGICAL HOUSE 
SURGEON. Appointment commences 5th May, 1956. Preference 
will be given to candidates who intend to obtain the Diploma of 
Membership of the Royal College of Gyneecologists. 

Applications, stating age, nationality, qualifications and 
experience, together with recent testimonials, should be received 
not Jater than 24th April by the Secretary, Chelmsford Group 
Hospital Management Committee, Chelmsford and Essex 
Hospital, London-road, Chelmsford. 


Bristol, 





House Officer 








CHELMSFORD. ST. JOHN’S HOSPITAL. House 
PHYSICIAN (pre-registration, first, second, or third appoint- 
ment), Male or Female, to commence as soon as possible. 

Applications, stating age, nationality, qualifications, and 

experience, together with recent testimonials, to the Sec retary, 
Group Hospital Management Committee, Chelmsford and Essex 
Hospital, London-road, Chelmsford. 
CHERTSEY, SURREY. BOTLEY’S PARK HOSPITAL. 
SOUTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
REGISTRAR (psychiatry). This modern mental deficiency 
hospital of 1550 Beds provides full facilities for patients of all 
grades. Recognised for 12 months of the 2-year qualifying 
period for D.P.M. Opportunity of experience at nearby mental 
hospitals and child guidance clinic. Accommodation available 
for single person. 

Application forms obtainable from the Secretary to the 

Hospital Management Committee. 
CHERTSEY, SURREY. ST. PETER’S HOSPITAL (late 
Botley’s Park War Hospital). (430 Beds.) ORTHOPACDIC 
HOUSE SURGEON required from 18th April, 1956. Senior 
House Officer or House Officer (intern) grade. Post recognised 
for F.R.C.S. and Pre-registration Service. Preference given to 
provisionally registered candidates. Salary in accordance with 
terms and conditions of National Health Service. 

Applications, together with names and addresses of referees, 

to be sent to the Physician-Superintendent, St. Peter’s Hospital, 
as soon as possible. 
CHERTSEY, SURREY. ST. PETER’S HOSPITAL (late 
Botley’s Park War Hospital). (430 Beds.) RESIDENT HOUSE 
SURGEON (Senior House Officer or Intern) required for the 
Gynecological (30 Beds) and E.N.T. (16 Beds) Departments. 
Duties to commence Ist May, 1956. Salary in accordance with 
terms and conditions of National Health Service. 

Applications, together with names and addresses of referees, 

to be sent to the Physician-Superintendent, St. Peter’s Hospital, 
Chertsey, as soon as possible. 
CHICHESTER, SUSSEX. GRAYLINGWELL HOS®! TAL 
MANAGEMENT COMMITTEE. SOUTH WEST METROFOLITAN 
REGIONAL HOSPITAL BOARD. Applications are invited for the 
appointment of SENIOR REGISTRAR (whole-time) at the 
above Hospital. Applicants should have had wide psychiatric 
experience and possession of the D.P.M. or its equivalent is 
essential.. The Hospital has an admission-rate of 1100 a year 
and there are 3 active outpatient clinics. There are Departments 
of Research, Neurology, Psychology and Social Service, and 
there is a modern Electro-encephalographic Unit. 

Application forms, for which a stamped addressed envelope 
so be supplied, may be obtained from the Group Secretary, 

Graylingwell Hospital, Chichester, and 5 copies should be 
returned to him duly completed, not later than 14 days after 
the appearance of this advertisement. 
CHICHESTER. ROYAL WEST SUSSEX HOSPITAL. 
(202 acute beds.) RESIDENT HOUSE SURGEON required for 
6 months appointment. National salary scale for first, second, 
or third posts. Post spannvee for pre-registration practitioners. 
Also recognised for F.R.( 7 residents, including Resident 
Surgical Officer and 3 peed Surgeons. Vacant 29th April. 

Apply to Senior Administrative Officer. 

COLCHESTER HOSPITAL MANAGEMENT COM- 
MITTER. Applications are invited for : 
Essex County Hospital, Colchester (188 Beds) 

SENIOR HOUSE OFFICER (casualty and radiotherapy ). 

Post tenable for 6 months or 1 year. Recognised for F.R.C. 
Harwich and District Hospital, Dovercourt (30 ite ds) 

SENIOR HOUSE OFFICER. Duties mainly surgical, but 
there is a proportion of medical beds. In addition there are 
surgical, medical, E.N.T. outpatient and casualty work. Post 
tenable for 1 year. 

Applications, with copies of 3 testimonials, to Group Secretary, 
14, Pope’s-lane, Colchester, Essex. 

CROYDON EYE UNIT. Applications invited for post of 
OPHTHALMIC HOUSE SURGEON to the Croydon Eye Unit ; 
Inpatient and Outpatient Departments. Post vacant now. 

Application form obtainable from Group Secretary, General 

Hospital, London-road, Croydon. 
DAGENHAM HOSPITAL, Rainham-road South, Dagen- 
HAM (near Dagenham East Underground Station). There is a 
vacancy for the position of RESIDENT MEDICAL OFFICER 
(Junior Hospital Medical Officer grade) at the above Hospital 
of 155 Beds for pulmonary tuberculosis—all stages. Salary in 
accordance with“the national scale (€775-£50-£1075 p.a.) less 
residential charges. Switable for candidate studying for higher 
degree. Further particulars available from the Physician 
Superintendent. 

Applications, stating age, qualifications and previous experi 
ence, together with recent te stimonials, should be sent to the 
undersigned within 7 days of the appearance of this advertise- 
ment. H. HARRIS, Group Secretary, Ilford 

and Barking Group Hospital Management Committee. 
cing George Hospital, Ilford. 


DERBY. DERBYSHIRE ROYAL INFIRMARY. House 
SURGEON (pre-registration) or SENIOR HOUSE OFFICER 
for general surgery. Now vacant. 
Apply, stating full details, with copies of 2 recent testimonials, 
to Secretary. 
DERBY. DERBYSHIRE ROYAL INFIRMARY. Applica- 
tions are invited for the post of SENIOR HOUSE OFFICER 
(casualty). Recognised for F.R.C.S. Vacant 10th May, 1956. 
Applications, stating full details, together with copies of 2 
recent testimonials, to be sent to Secretary. 


DONCASTER HOSPITAL MANAGEMENT COM- 
MITTEE. HOUSE PHYSICIAN (Senior House Officer) required 
between Western Hospital, Doncaster, and Doncaster Royal 
Infirmary. Resident at Western Hospital. 

Applications to the Group Secretary at Doncaster Royal 
Infirmary. 
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DONCASTER ROYAL INFIRMARY (330 Beds), WES- 
TERN HOSPITAL, DONCASTER (178 Beds). SHEFFIELD REGIONAL 
HOSPITAL BOARD. Whole-time RESIDENT REGISTRAR 
(obstetrics and gyneecology ) required ; gynsecology beds at both 
hospitals ; Maternity Unit at Western Hospital. The post is 
recognised for the M.R.C.O.G. Appointment for 1 year in first 
instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 23rd April, 1956, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
DONCASTER. WESTERN HOSPITAL. Applications 
are invited from registered medical practitioners for the appoint- 
ment of RESIDENT MEDICAL OFFICER in the grade of 
Junior Hospital Medical Officer. 

Applications, stating age, qualifications, and experience, 

together with copies of 3 recent testimonials, should be forwarded 
to the Group Secretary, Doncaster Hospital Management 
Committee, Doncaster Royal Infirmary. 
EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
ANA STHETIC REGISTRAR, United Norwich Hospitals. 
Post —. wide experience and recognised for D.A. and 
F.F.A. R. Appointment for 1 year, renewable for second 
year. 

Applications, stating age, experience, and the names of 3 
referees, to the Board’s Senior Administrative Medical Officer, 
117, Chesterton-road, Cambridge, by 30th April, 1956. Candi- 
dates invited to visit hospitals by direct arrangement with 
Hospital Management Committee Secretary, Norfolk and 
Norwich Hospital. ‘ 
EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
PAZ/DIATRIC REGISTRAR, Peterborough Area. Main 
hospital Peterborough Memorial, other hospitals at Stamford 
and Wisbech. Duties include care of the newborn. Post 
provides wide experience and training. Appointment for 1 
year, renewable for second year. 

Applications, stating age, experience and the names of 3 
referees, to the Board’s Senior Administrative Medical Officer, 
117, Chesterton-road, Cambridge, by 23rd April, 1956. Candi- 
dates invited to visit hospitals by direct arrangement with 
Hospital Management Committee Secretary, Memorial Hospital, 
Peterborough. a a aw 
EDGWARE GENERAL HOSPITAL, Edgware, Middiesex. 
Locum CASUALTY REGISTRAR required immediately for 3 
weeks at above Hospital. 

Apply to Medical Director (Telephone EDGware 2381). 
EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
(715 Beds.) RESIDENT SENIOR CASUALTY HOUSE 
OFFICER required at above Hospital. Post vacant early 
June, 1956. Salary £745 p.a. Deduction of £155 p.a. for 
board-reside nee, &c. 

Apply, stating age, nationality, qualifications and experience, 
together with names and addresses of 2 referees, to (iroup 
Secretary, Edgware General Hospital, by 21st April, 1956 
ENFIELD, MIDDLESEX. WAR MEMORIAL HOS- 
PITAL, CHASE SIDE. RESIDENT SENIOR HOUSE OFFICER 
required for general medical and surgical duties in this Acute 
General Hospital of 61 Beds, vacant now. 12 months appoint- 
ment. Deduction of £160 p.a. for residential emoluments. 

Applications, with names and addresses of 2 referees, to the 
Group Secretary, Enfield Group Hospital Management Com- 
mittee, Chase Farm Hospital, The Ridgeway, Enfield, Middlesex. 


EPSOM. THE MENTAL HOSPITALS’ GROUP LABOR- 
ATORY. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
Applications are invited for non-resident, whole-time post of 
REGISTR: AR in Pathology. The Laboratory affords facilities 
for training and experience in all branches of pathology with 
epportunities for specialisation and research. In_addition to 
working at the Laboratory, appointed applicant will be required 
to visit and work at the hospitals served by the Laboratory. 
Applications to be made on forms, returnable by 28th April, 
1956, to be obtained from the Group Pathologist, the Mental 
Hospitals’ Group Laboratory, at West Park Hospital, Epsom, 
from whom full information may be obtained and with whom an 
appointment te see the Laboratory may be arranged. 


EXETER. DIGBY/WONFORD HOSPITAL. (577 (men- 
tal) Beds.) JUNIOR HOSPITAL MEDICAL OFFICER 
required. Previous psychiatric experience advisable, but not 
essential if candidate has good general experience. Facilities 
for study for D.P.M. Salary scale £775-—£50-£1075. Small flat 
available for single or married officer, at Digby Hospital, but 
unsuitable for children. Whitley Council terms and conditions 
of service. 

Applications, giving age, nationality, qualifications and 
experience, with names of 2 referees, to Group Secretary, Devon 
Mental Hospital Manageme nt Committee, Exminster Hospital, 
near Exeter, as soon as possible. 
GRIMSBY GENERAL HOSPITAL. Grimsby Hospital 
MANAGEMENT COMMITTEE. SENIOR HOUSE OFFICER for 
aeesy duties required. Resident post. Recognised by Royal 

College of Surgeons for the Final Fellowship examination. 

Night duty on rota with all other resident staff. Establishment 

consists of Senior Hospital Medical Officer (casualty) and the 
post now being advertised. The Hospital possesses a well- 
equipped Medical Library. 

Applications, with names and addresses of 2 referees, to the 

Hospital Secretary, Grimsby General Hospital. 
GALASHIELS. PEEL HOSPITAL. (General Hospitai— 
220 Beds. Full Consultant staff.) GENERAL SURGICAL DEPART- 
MENT. Applications are invited from registered general practi- 
tioners for resident post as SENIOR HOUSE OFFICER for 6 
months period commencing immediately. Salary at rate of 
£2745 p.a. and other conditions of service in accordance with the 
regulations for the National Health Service. 

Applications to Medical Superintendent, Peel 
Galashiels (Tel. : Galashiels 2295). 
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GALASHIELS. PEEL HOSPITAL. (General Hospital— 
220 Beds. Full Consultant staff.) ORTHOPA:DIC SURGICAL 
DEPARTMENT. Applications are invited from registered general 
practitioners for resident post as SENIOR HOUSE OFFICER 
for 6 months period commencing immediately. Salary at rate of 
£745 p.a. and other conditions of service in accordance with the 
regulations for the National Health Service. 

Applications to Medical Superintendent, Peel Hospital, 

Galashiels (Tel. : Galashiels 2295). 
QUILDFORD. ROYAL SURREY COUNTY HOSPITAL. 
GUILDFORD GROUP HOSPITAL MANAGEMENT COMMITTEE. SOUTH 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. Applications 
are invited for the post of MEDICAL REGISTRAR (resident) 
at above Hospital. Candidates may visit the Hospital by 
arrangement direct. 

Application forms obtainable from Secretary, Guildford Group 

Hospital Management Committee, Group Office, St. Luke’s 
Hospital, Guildford, to whom they should be returned by 
28th April, 1956. 
HAREFIELD AND NORTHWOOD GROUP HOSPITAL 
MANAGEMENT COMMITTEE. ORTHOPDIC REGISTRAR 
required for this Group of hospitals. Work involves sessions 
at Harefield, Mount Vernon and Northwood, Pinner and District 
Hospitals together with 3 sessions at St. Vincent’s Orthopedic 
Hospital. 

Application forms obtainable from the Group Secretary, 
Harefield and Northwood Group Hospital Management 
Committee, Moutit Vernon Hospital, Northwood, Middlesex. 


HARROGATE AND DISTRICT GENERAL HOSPITAL. 
(253 Beds.) Applications are invited for the post of SENIOR 
HOUSE OFFICER (casualty and orthopedic surgery), vacant 
14th April. 

Applications, together with the names of 2 referees, should be 

forwarded to the Hospital Secretary, Harrogate and District 
General Hospital, Harrogate, Yorkshire. 
HAROLD WOOD HOSPITAL, Harold Wood, Essex (near 
London). (415 Beds.) SENIOR HOUSE OFFICER (anes- 
thetics), resident. Main general yar | casualty *hospital in Group. 
Recognised for D.A. and F.F.A.R. 

Apply, giving full details, to the “Hospital Secretary (Tel. 

Ingrebourne 28381) 
HASLEMERE AND DISTRICT HOSPITAL. (82 Beds.) 
GUILDFORD GROUP HOSPITAL MANAGEMENT COMMITTEE. Appli- 
cations are invited for the post of HOUSE OFFICER (Locum 
considered ). Pre-registration post but registered medical 
practitioners invited to apply. Surgical with charge of 12 
medical beds. Valuable owe rience in general and emergency 
surgery, orthopeedic, E.N.T., gynecological, children and 
casualty work. 

Apply immediately to Hospital Secretary, Haslemere and 

District Hospita), Haslemere, Surrey. 
HAVERFORDWEST. PEMBROKE COUNTY WAR 
MEMORIAL HOSPITAL. (163 Beds. Recognised by the Royal 
College of Surgeons, and for Pre-registration Service.) WEST 
WALES HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the post of RESIDENT SENIOR HOUSE 
OFFICER (surgical), which is now vacant. Salary and con- 
ditions of service as laid down by the Ministry of Health. 

Applications, stating age, qualifications, experience, nation- 
ality, with names and addresses of 3 referees, to the Group 
Secretary, West Wales Hospital Management Committee, 
Glangwili, Carmarthen 
HEMEL HEMPSTEAD, HERTFORDSHIRE. west 
HERTS HOSPITAL. C ASUALTY OFFICER (Junior Hospital 
Medical Officer) required. 

Applications, stating 2 names for reference, should be sent 

to the Hospital Secretary. 
HERTFORD COUNTY HOSPITAL. (171 Beds. Hospital 
situated 21 miles from London.) RESIDENT CASUALTY 
OFFICER (Senior House Officer grade) with attachment to 
Pediatrician and Ophthalmic Consultant. Salary £745 p.a., 
less £130 p.a. residential emoluments. Recognised under 
i regulations. Appointment to commence 30th April, 
956. 

Apply, with full details and references, to Group Secretary, 

Hertford Hospital Management Committee, County Hospital, 
Hertford, Herts. 
HITCHIN, HERTFORDSHIRE. NORTH HERTS HOS- 
PITAL. Applications are invited for the post of RESIDENT 
HOUSE SURGEON, vacant Ist May, 1956. Recognised as 
pre-registration post and for F.R.C.S. 

Applications, stating age, nationality, qualifications and 

experience, together with copies of 3 recent testimonials, to be 
sent to the Medical Administrator, Lister Hospital, Hitchin, as 
soon as possible. 
HOLT, NORFOLK. KELLING HOSPITAL AND 
DEPARTMENT OF THORACIC SURGERY. Applications are invited 
for the following posts which become vacant Ist May, 1956. 

(1) Locum JUNIOR HOSPITAL MEDICAL OFFICER 

(6-9 months). 

(2) SENIOR HOUSE OFFICER. 

This Hospital (180 Beds) deals with tuberculous and non- 
tuberculous chest conditions and offers excellent experience 
in chest medicine and thoracic surgery. 

Applications, stating age, sex, qualifications, nationality 

and experience, together with names of 2 referees, to the Group 
Secretary, Cromer Area Hospital Manage ment Committee, 
Cromer, Norfolk, who will be pleased to supply any other 
information concerning the appointments. 
HULL. KINGSTON GENERAL HOSPITAL. (419 Beds.) 
HULL A GROUP HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited for the appointment of HOUSE SURGEON. This 
post includes gynecology, E.N.T., and general surgery. Pre- 
registration post. Vacant Ist May 

Applications, giving full details, “and copies of 2 recent testi- 
monials, to the Hospital Secretary. 
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HUDDERSFIELD ROYAL INFIRMARY. (312 Beds.) 
HOUSE SURGEON (Female) required to commence duty 
immediately. The post is recognised as a pre-registration appoint- 
—_ and for the F.R.C.S. Salary in accordance with national 
scaie. 

Applications, together with copies of 3 recent testimonials, 
to be addressed to the undersigned as soon as possible. 

H. J. JOHNSON, Secretary, 
Huddersfield Hospital Manageme nt Committee. 

The Royal Infirmary, Huddersfield. 

HUDDERSFIELD ROYAL INFIRMARY. (312 Beds.) 
HOUSE SURGEON to the Gynecological and Abnormal 
Maternity Departmegnt, required to commence duties on 16th 
April, 1956. The post is recognised for the D.Obst.R.C.O.G. 
and is a pre-registration appointment. Salary in accordance 
with national scale. 

Applications. together with copies of 3 recent testimonials, 
to be addressed to the undersigned as soon as possible. 

I. J. JOHNSON, Secretary, 
Huddersfield Hospital Management Committee. 

The Royal Infirmary, Huddersfield. 

{LKLEY (near). MIDDLETON HOSPITAL. (430 Beds.) 
JUNIOR HOSPITAL MEDICAL OFFICER required for the 
above Hospital which provides medical and surgical treatment 
for all types of tuberculosis. Accommodation available for 
single applicants. 

Applications to Medical Superintendent at the above address 

as soon as possible. 
IPSWICH AND EAST SUFFOLK HOSPITAL, Heath 
ROAD WING, IPSWICH. (270 Beds.) Applications invited for 2 
posts of HOUSE SU RGEON (pre-registration) to General 
Surgeons. Posts become vacant 15th and 17th May, 1956. 
Recognised for R.C.S. examinations. 

Applications, with full details, and copies of recent testi- 

monials, to Hospital Secretary. 
IPSWICH AND EAST SUFFOLK HOSPITAL. Anglesea 
ROAD WING. (356 Beds.) Applications are invited for the post of 
HOUSE SURGEON to the General Consultant Surgeon, vacant 
on 12th May, 1956. The post is recognised for pre-registration 
and for the F.R.C.S. examinations. 

Applications, with copies of recent testimonials, to the 
Hospital Secretary. 

ISLE OF THANET HOSPITAL MANAGEMENT COM- 
a - 
eral Hospital, Ramsgate (101 Beds) 
HOU SE SURGEON. 
General Hospital, Margate (132 Beds) 

HOUSE PHYSICIAN. 

Approved pre-registration posts. Salary at the rate of £425— 
£525 p.a., according to experience, less £125 for residential 
emoluments. 

Applications, with copies of testimonials, to Hospital Secretary 

of appropriate Hospital. 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. Appli- 
cations are invited from registered dental practitioners for 
resident post of DENTAL HOUSE SU RGEON for period 6 months 
—first, second, or third term appointment. Third term post 
candidates given preference. Hospital recognised for F.D.S. by 
Royal College of Surgeons of England. Terms and conditions 
of service of hospital medical and dental staffs will apply. 

Applications, stating age, qualifications with dates, details of 
experience, names and dresses of 3 referees, to Group Secre- 
tary, South West Middlesex Hospital Management Committee, 
West Middlesex Hospital, Isleworth, by 24th April, 1956. 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. House 
OFFICER (anesthetics). Post recognised by the Faculty of 
Anesthetists. 

Applications, stating age, nationality, qualifications and 
experience, with copies of up to 3 recent testimonials, to Group 
Semen South West Middlesex Hospital Management Com- 
mittee, fest Middlesex Hospital, Isleworth, by 24th April, 1956. 
renee / REGIONAL HOSPITAL BOARD. Registrar 
vacancies. 











Anesthetics 
Halifax Group (approximately 280 Beds in the surgical 
specialties). Resident. 
General Medicine 

Regional Rheumatism Centre, Harrogate (240 Beds. 9 
sessions), and Rheumatism Clinic, General Infirmary at Leeds 
(2 sessions). Resident at the Royal Bath Hospital, Harrogate. 
General Surgery 

Leeds A Group. Resident at St. James’s Hospital, Leeds 
ge general surgical beds). 1 of 2 similar posts. 


Huddersfield Group (22 eye beds and 1800 new outpatients 
annually). Non-resident. 
wdic Surgery 
St. James’s Hospital, Leeds (64 orthopedic beds) and the 
fe athe Dispensary, Leeds. Non-resident. 


(a) Huddersfield and Halifax Groups (aggregate of 60 acute 
— beds). Non-resident. 

(0) Bradford A and B Groups. Duties mainly at Children’s 
Hospital (100 Beds). Resident. 
Psychiatry 
(a) Clifton Hospital, York (1100 Beds). Resident or non- 
resident. 

(b) Menston Hospital, near Leeds (2500 Beds). Resident. . 

(c) Meanwood Park Hospital (Mental Deficiency), Leeds 
(700 Beds). Accommodation available for single person. 

If desired, facilities for attendance at the Leeds University 
will be provided if the successful candidates are studying for the 


“Applications, stating age, qualifications and details of present 
and previous appointments, with dates, together with the 
names and addresses of 3 referees, to the Secretary, Joint 
—- Committee, Park-parade, Harrogate, by 19th April, 





LEICESTER GENERAL HOSPITAL. Locum Senior 
HOUSE OFFICER (obstetrics and gynecology) required 
immediately. 

Applications, stating age, experience, &c., and copies of 

recent testimonials, to Group Secretary. The Leicester Royal 
Infirmary forthwith. 
LEICESTER HOSPITALS. Sheffield Regional Hospital 
BOARD. Whole-time NCN-RESIDENT REGISTRAR (anes- 
thetics) required to wort. at hospitals in the area of the Leicester 
Nos. 1 and 2 Hospital Management Committee Groups, the 
principal hospitals being the Leicester Royal Infirmary, the 
Leicester General Hospital and the Leicester Isolation Hospital 
and Chest Unit. Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 23rd April, 1956, giving age, 
nationality, qualific ations, present and previous appointments 
with dates, naming 3 referees. i 
LINCOLN COUNTY HOSPITAL. (200 Beds.) Applica- 
tions are invited from pre-registration candidates for an appoint- 
ment as HOUSE SURGEON for 6 months to be followed, if 
satisfactory, by an appointment as HOUSE PHYSICIAN for a 
further 6 months. 

Apply, giving full partic re, to— 

. W. Howrck, Group Secretary. 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
Applications are invited for a post of REGISTRAR in Pathology 
for the period to 30th September, 1956. The duties of the post 
will be undertaken mainly at the Women’s Hospital. 

Apply by 28th April, 1956, on form obtainable from the 
Secretary, 80, Rodney-street, I iverpool, 1 
MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the appointment of RESIDENT 
ANXSTHETIST for joint duties at the West Kent General 
Hospital, and the Kent County Ophthalmic and Aural Hos "Ftouse 
Maidstone (total beds 254). The post, which is of Senior 
Officer grade, will be vacavt June, 1956, and carries a sal 
£745 a year, less £150 for residential emoluments. Excell fq, 
experience under ag oy 3 ———- is poeta, and the 
post is recognised for the F A.R.C.S. examination. 

Applications, stating age, een qualifications and 
experience, together with the names of 2 suitable referees, 
should be forwarded to the Administrative Officer, West Kent 
General Hospital, Maidstone. 


MORECAMBE. QUEEN VICTORIA HOSPITAL. (100 
Beds.) RESIDENT SENIOR HOUSE OFFICER (obstetrics 
and gynecology). The post vacant shortly and tenable for 1 
year. Successful applicant will work with the Specialist Unit, 
but will be expected to relieve the Senior House Officer (surgical } 
during absence. 

Applications, with full particulars, to Secretary, Royal 
Lancaster Infirmary, Lancaster. 
MEDWAY AND GRAVESEND HOSPITAL MANAGE- 
MENT COMMITTEE Locum ORTHOPADIC REGISTRAR 
—- for 1-2 months. Salary £17 10s. per week. 

Apply, with full details and testimonials, to Group Secretary, 

20, Blar: hill, Rochester. a 


MEXBOROUGH. MONTAGU HOSPITAL. ~ (168 Beds. 
Recognised for training for the D.A. examination.) SHEFFIELD 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT REGIS- 
TRAR (anesthetics) required. Post becomes vacant 20th 
June. Appointment for 1 year in first instance. 

e anete to Secretary, Sheffield Regional Hospital Board, Old 

wood-road, Sheffield, by 23rd April, 1956, giving age, pation- 

ie, qualifications, present and previous appointments with 
dates, naming 3 referees. ATE: 
MAIDENHEAD HOSPITAL, St. Luke’s-road, Maiden- 
HEAD. Applications invited from registered practitioners for 
post of CASUALTY OFFICER, vacant now. Post ea 
for F.R.C.S. Salary on House Officer scale plus £50 p 

Applications, stating age, qualifications and veationality, 
with copies of testimonials or names of 3 referees, to Hospital 
Secretary. ae eae 
MAIDSTONE. PRESTON HALL HOSPITAL, British 
LEGION VILLAGE, ——— KENT. Applications are invited 
for the following 

(1) JU NIOR I HOSPITA AL MEDICAL OFFICER at the above 
Hospital, ‘which contains 330 Beds for the treatment of tubercu- 
losis including major thoracic surgery. Candidates should have 
good experience in general medicine and in the treatment of 
og iy oe tuberéulosis in adults. Appointment for 1 gprs = 
the first tance subject to renewa] annually. Salary’ scal 
£775-£50-£1075. 

(2) SENIOR HOUSE OFFICER. Salary £745 p.a., national 
scale and conditions. 

Candidates may visit the Hospital by appointment. 

Applications, stating age, qualifications and experience with 
relevant dates, together with names and addresses of 2 referees, 
to be sent to the Group Secretary, Preston Hall Hospital 
ment Committee, by 21st April, 1956. 
MAIDSTONE. KENT COUNTY OPHTHALMIC AND 
AURAL HOSPITAL. (113 Beds.) MID-KENT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the appointment of 
SENIOR HOUSE SURGEON in the E.N.T. Department ¢ “Ss ee 
above Hospital. Post vacant May, 1956. There are 55 E 
beds and 6 specialist operating sessions each week. alonble 
experience is available, and a post, = ised for the purpose 
of the F.R.C.S. and the D.L.O. will be £745 a year, less 
anes a year for residential aan A 

Applications immediately to the Administrative Officer, Kent 

County Ophthalmic and Aural Hospital, Maidstone, Kent. 














rg tp ge KENT GENERAL HOSPITAL. 
Beds.) OSPITAL MANAGEMENT COMMITTEE. 
ASUALTY OFFICER ( (Senior House Officer). Recognised for 
-R.C Salary Sc san, lem 2186 © your tor beam Ona 
lodging Post vacant June, 1956. 
cations to the Administrative Officer at the Hospital. 
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MIDDLESBROUGH GENERAL HOSPITAL, Middles- 
BROUGH. (303 Beds.) TEES-SIDE HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for the appointment of 
SENIOR HOUSE OFFICER (surgical). The appointment is 
recognised for the F.R.C.S. examination and will include some 
duties in the Casualty De spartment, which is under the super- 
vision of a full-time Senior Casualty Officer. 

Applications, stating qualifications, and experience, together 
with the names of 2 referees, should be addressed to the Hospital 
Secretary. 

MANCHESTER, 8. CRUMPSALL HOSPITAL. Applica- 
tions are invited for the post of SENIOR HOUSE OFFICER 
(anesthetics). Recognised for F.F.A.R.C.S. and D.A. 

Applications, with full particulars and names of 2 referees, to 
Group Secretary, North Manchester Hospital Management 
Committee, Crumpsall Hospital, Manchester, &. 
MANCHESTER REGIONAL HOSPITAL BOARD. Appli- 
cations are invited for the whole-time post of REGISTRAR 
in Chest Diseases in the Ashton, Hyde and Glossop Group and 
Oldham and District Group of hospitals. The post offers wide 
experience in both outpatient clinics and pulmonary hospitals. 
Residential accommodation may be arranged. 

Applications to the Group Secretary, Ashton, Hyde and 
Glossop Hospital Management Committee, Ashton-under-Lyne 
General Hospital, Ashton-under-Lyne, Lancashire. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY'S HOSPITALS, MANCHESTER. Applications are invited 
for the post of SENIOR HOUSE OFFICER in Obstetrics, 
vacant shortly. Applicants must have had previous hospital 
experience in general medicine and surgery, and in obstetrics 
The post is recognised for purposes of the M.R.C.O.G. examina- 
tion. The duties involve clinical responsibility for mothers 
and babies and supervision of the work of pre-registration 
House Officers is also included. The appointment is for 12 
months. National scale. 

Application forms may be obtained from 
and returned not later than ‘ sie April, 1956. 

A. R. Wisk, General Superintendent. 

Saint Mary’s Hospitals, W hitwort h Park, Manchester, 13. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. REGISTRAR 
in the Orthopeedic Department, to commence as soon as possible. 
Appointment for 12 months, renewable. 

Applications to be made on forms obtainable from the under- 
signed and to be returned not later than 18th April, 1956. 

G. H,. TAYLOR, Secretary. 


MANCHESTER. UNITED MANCHESTER HOSPITALS. 


the undersigned 


MANCHESTER ROYAL EYE HOSPITAL. Applications are invited 
for the post of SENIOR REGISTRAR at the above Hospital 
(attached to the University Department of Ophthalmology). 


Whole-time post (non-resident). Tenable for 12 months, subject 
to renewal. Previous experience in ophthalmology essential. 
The terms and conditions of service for hospital medical and 
dental staffs will apply. 
Applications to be made as soon as possible on forms obtain- 
able from the undersigned. 
H. R. Norra General Superintendent. 


MANCHESTER. UNITED MANCHESTER HOSPITALS 


AND MANCHESTER REGIONAL HOSPITAL BOARD. SENIOR REGIS- 
rRAR in Surgery, to commence on Ist June, 1956, or as soon 
as possible thereafter. Whole-time, non-resident post, tenable 


for 12 months, renewable, with initial duties at the Manchester 
Royal Infirmary or at Crumpsall Hospital. Applicants must 
possess higher qualifications. Arrangements may eventually be 
made for the successful candidate to transfer to 1 of the Man- 
chester Regional Hospitals or to the United Manchester Hospitals 
(Manchester Royal Infirmary), as the case may be, to continue 
training. 
Application to be made on form obtainable 
signed and to 31 returned not later than 25th April, 1956. 
J. CABLE, Secretary to the Board of Governors. 
United Man = ster Hospitals, Manchester Royal Infirmary, 
Manchester, 13. 


WEST MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE. PARK HOSPITAL, DAVYHULME. 
(General Hospital—433 Beds.) 

RESIDENT CLINICAL PATHOLOGIST (Senior 
Officer grade) required for 1 year in the Group Laboratory. 
Previous experience desirable but not essential. Facilities for 
training in all branches of pathology Department recognised 


from the under- 


MANCHESTER. 


House 


for D.C.P. and D.Path. examinations. Duties to alternate with 
Second Resident Pathologist. Post now vacant. 

SENIOR HOUSE OFFICER § (pediatrics) required, post 
vacant end April. Hospital recognised for training for Diploma 


in Child Health. 
HOUSE OFFICER 

Post vacant end April. 

Beds and there are also thoracic 


(peediatrics) required, 
Hospital has a Midwifery 
surgery beds on the 


post-registration. 
Unit 7 


of 73 
Peediatric 


Unit. Hospital recognised for training for Diploma in Child 
Health. 

Application forms from Secretary. 
MANCHESTER. WEST MANCHESTER HOSPITAL 


MANAGEMENT COMMITTEE. PARK 
(General Hospital—433 Beds.) 2 
surgery ) required, pre-registration. Posts recognised for F.R.C.S. 
examination. Posts vacant mid-April. 

Forms from Secretary. 
MANCHESTER (near). ALTRINCHAM GENERAL 
HOSPITAL AND ANNEXE. (130 Beds.) NORTH AND MID-CHESHIRE 
HOSPITAL MANAGEMENT COMMITTEE. SENIOR HOUSE 
OFFICER (surgical). This appointment affords excellent experi- 
ence to suitably qualified candidates. Post recognised under 
F.R.C.S. regulations. 

Applications to Group Secretary, 
Hospital Management Committee, 
road, Altrincham, Cheshire. 


HOSPITAL, DAVYHULME. 
HOUSE OFFICERS (general 


North and Mid-Cheshire 
The Hospital, Sinderland- 
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MANCHESTER (near). ALTRINCHAM GENERAL 
HOSPITAL AND ANNEXE. (130 Beds.) Applications are invited 
for the pre-registration post of JUNIOR HOUSE OFFICER 
(surgical). 

Applications to Group Secretary, North 
Hospital Management Committee, The Hospital, 
road, Altrincham, Cheshire. me. 
NEWCASTLE REGIONAL HOSPITAL BOARD. New- 
CASTLE HOSPITAL MANAGEMENT COMMITTEE. SENIOR REGIS- 
TRAR PHYSICIAN (whole-time) at the Newcastle General 


and Mid-Cheshire 
Sinderland- 


Hospital. Furnished married accommodation available in 
Hospital grounds. : 
Applications, with names and addresses of 3 referees, to 


Senior Administrative Medical Officer, Walker Gate Hospital, 
Benfield-road, Newcastle upon Tyne, 6, within 14 days. 


NEWPORT, 1.W. WHITECROFT HOSPITAL. (454 
Beds.) ISLE OF WIGHT GROUP HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the post of JUNIOR HOSPITAL 
MEDICAL OFFICER (psychiatry) which is subject to the terms 
and conditions of service of hospital medical staff. Salary range 
£775-£1075. A flat is available at the Hospital for a single 
applicant. Further information relating to the post may be 
obtained from the Medical Superintendent of the Hospital. 
Applications, giving full particulars of qualifications and 
experience, with pames of 3 referees, should be received by the 
Group Secretary, I.W. Group Hospital Management Committee, 


Clatterford House, Carisbrooke, I.W., not later than 23rd April, 
1956. . 
NORWICH. HELLESDON HOSPITAL. Applications 


are invited for the post of SENIOR HOUSE OFFICER. This 
Mental Hospital of 1100 Beds, including a separate Neurosis 
Unit, serves 3 Outpatient Departments and 1 Child Guidance 
Clinic, and maintains Occupational Therapy, E.G., Social 
Workers and Clinical Psychologist Departments. Salary £745 p.a. 
Applications, with names and addresses of 2 referees, to the 
Medical Superintendent. 
NOTTINGHAM CITY HOSPITAL. (804 Beds.) Appli- 
cations are — for the post of HOUSE SURGEON, vacant 
15th April, 1956. Recognised for pre-registration purposes. 
Applications, stating age, nationality, qualifications and 
experience, together with copies of not more than 3 te sstimonials, 
to be sent to the Hospital Secretary, City Hospital, Hucknall- 
road, Nottingham. 
NOTTINGHAM. GENERAL HOSPITAL. Resident 
HOUSE SURGEONS (2) (pre-registration—first or second post) 
required as soon as possible for 6 months. 7 
Applications, stating age, qualifications and experience, 
together with copies of testimonials, to be sent to the Group 
Secretary. 


PORTSLADE, SUSSEX. FOREDOWN HOSPITAL. 
(Infectious Diseases—60 Beds.) JUNIOR HOSPITAL 
MEDICAL OFFICER (non-resident). Salary £775-£50-—£1075. 


Post is now vacant and may include relief duties at other 
hospitals in the Group. : ; ; ‘ 
Applications, stating age, qualifications, nationality, previous 


Adminis- 
Hove, 3, 


posts held, together with the names of 2 referees, to 
trative Officer, Hove General Hospital, Sackville-road, 
as soon as possible. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. 

ueen Alexandra Hospital (61 E.N.T. Beds) 


SENIOR HOUSE OFFICER (E.N.T. Department), vacant 
now. 
Queen Alexandra Hospital (37 surgical beds) 
HOUSE SURGEON (pre-registration), vacant now. 
Queen Alexandra Hospital (78 medical beds) ‘ 
HOUSE PHYSICIAN (pre-registration), vacant 23rd April 
1956. 
Saint Mary’s Hospital (130 surgical beds) 
HOUSE SURGEON (pre-registration), vacant 9th May, 


1956. 
Saint Mary’s Hospital 
SENIOR HOUSE OFFICER for Pediatric Department 
(53 Beds), including oversight of neonatal problems in a large 
Maternity Department. Vacant 16th May, 1956. 
Royal Portsmouth Hospital (Orthopedic 
104 Beds) 
HOUSE OFFICER (pre-registration), 
Applications, stating age, experience, 
together with names of 2 referees, should be 
as possible to E. H. HURsT. 
35, Grove-road, South, Southsea. 


PORTSMOUTH. ST. MARY'S HOSPITAL. 
cations are invited for the appointment of SENIOR HOUSE 
PHYSICIAN at above Hospital. The duties will be mainly in 
medical wards that form an admission unit for 430 geriatric 
beds in the Group. A Consultant Physician being in charge of 
this unit. In addition the successful candidate will have duties 
in respect to 20 acute medical beds in the Hospital. 
Applications, giving age, nationality, qualifications and 
xperience, together with the names and addresses of 2 referees, 
should be sent to the Group Secretary, Portsmouth Group 
Hospital Management Committee, 35, Grove-road South, 
Southsea. 
PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL. DEPARTMENT OF OBSTETRICS AND GYNECOLOGY. 
HOUSE OFFICER in Obstetrics and Gynecology, vacant 
Ist July, 1956. Recognised for the Membership of the Royal 
College of Obstetricians and Gynecologists. Wide experience 


Department 
vacant now. 


and qualifications, 
forwarded as soon 


Appli- 


can be obtained in obstetrics, including antenatal and post- 
natal clinics. 

Applications, stating age, nationality, qualifications and 
experience, with names of 3 referees, to be sent to— 


ARTHUR R. Cash, Group Secretary, Plymouth, 
South Devon and East Cornwall General Hospital Group. 
7, Nelson-gardens. Stoke, Plymouth. 
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PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL. 

SENIOR HOUSE OFFICER in Anesthetics, vacant Ist July, 
1956. Recognised for the D.A. and F.F.A.R.C.S. The appoint- 
ment will be for a period of 12 months. South Devon and East 
Jornwall Hospital, Plymouth. 

SENIOR HOUSE OFFICER in Surgery, vacant immediately. 
Recognised for the F.R.C.S. Devonport Section. 

SENIOR HOUSE OFFICER in Casualty, vacant Ist July, 
1956. Recognised for the F.R.C.S. The Central Casualty 
Department, South Devon and East Cornwall Hospital, Freedom 
Fields, Plymouth. 

HOUSE SURGEONS (pre-registration posts), 2 vacancies 
ist July, 1956. Recognised for the F.R.C.S. Freedom Fields 
section. 

HOUSE SURGEONS (pre-registration posts), vacancies 12th 
June, and Ist July, 1956. Recognised for the F.R.C.S. Green- 
bank Road Section. 

RESIDENT DENTAL HOUSE SURGEON, vacant 8th 
July, 1956. This appointment is recognised by the Royal 
College of Surgeons as fulfilling the requirements of candidates for 
the Fellowship of Dental Surgery. Greenbank Road Section. 

HOUSE SURGEON (pre-registration post), vacant Ist June, 
1956. Recognised for the F.R.C.S. Devonport Section. 

Applications, stating age, nationality, qualifications and 
experience, with names of 3 referees, to be sent to— 

ARTHUR R. Casu, Group Secretary, Plymouth, 

South Devon and East Cornwall General Hospital Group. 

7. Nelson-gardens. Stoke, Plymouth. 


PLYMOUTH. SOUTH DEVON AND EAST CORN- 
WALL HOSPITAL, Greenbank-road. SENIOR HOUSE OFFICER 
in Surgery, vacant immediately. Recognised for the F.R.C.S. 

Applications, stating age, nationality, qualifications and 
experience, with names of 3 referees, to— 

ARTHUR R. CasH, Group Secretary, Plymouth, 

South Devon and East Cornwall General Hospital Group. 

7, Nelson-gardens, Stoke, Plymouth. 

PONTEFRACT GENERAL INFIRMARY. House Surgeon 
required. Post vacant from 15th April, 1956. This is an 
approved pre-registration post under Medical Act, 1950, but 
applications will be considered from fully registered practitioners. 
Hospital approved under F.R.C.S. regulations, and provides 
excellent surgical experience. 

Apply to the Secretary, Pontefract and Castleford Hospital 

Management Committee. Great Northern House, Salter-row, 
Pontefract, Yorkshire. 
POOLE GENERAL HOSPITAL, Longfleet-road, Poole, 
DORSET. BOURNEMOUTH AND EAST DORSET HOSPITAL MANAGE- 
MENT COMMITTEE. 2 HOUSE SURGEONS (pre-registration ) 
required. 1 post vacant 25th May, and second on 20th June, 
1956. Posts recognised for F.R.C.S. and F.R.C.S.E. 

Applications to the Hospital Secretary at the Hospital. 


READING. ROYAL BERKSHIRE HOSPITAL. (405 
Beds.) Applications are invited from registered and provisionally 
registered medical practitioners, Male or Female, for post of 
RESIDENT HOUSE SURGEON (E.N.T.), vacant immediately, 
for period of 6 months. Salary £425-£525 p.a., less £125 board- 
residence. 

Write, stating age, qualifications with dates, nationality, 
present post, with copy of 1 recent testimonial, to Secretary. 
REDHILL, SURREY. GROUP PATHOLOGICAL 
LABORATORY at REDHILL COUNTY HOSPITAL, EARLSWOOD 
COMMON, REDHILL, SURREY. REGISTRAR (clinical pathology) 
vacant Ist July, possibly earlier. Accommodation (married or 
single) available. Visit to Laboratory by arrangement with 
Pathologist. 

Application form from Group Secretary, Redhill Hospital 
Management Committee, Earlswood Mount, Redhill, Surrey, 
returnable by 28th April. 

ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) SENIOR HOUSE OFFICER required in the Department 
of Ophthalmology from 22nd May, 1956. 

Applications should be addressed immediately to the Group 

Secretary, Romford Group Hospital Management Committee, 
Oldchurch Hospital, Romford. 
ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) HOUSE SURGEON (resident) required from 14th May, 
1956, in the Obstetric and Gynecological Unit consisting of 96 
obstetric beds and 52 gynecological beds. Post is approved for 
pre-registration purposes and recognised for D.Obst.R.C.O.G. 
and M.R.C.0O.G. 

Apply to Group Secretary, Romford Group Hospital Manage- 

ment Committee, Oldchurch Hospital, within 7 days of the 
appearance of this advertisement. 
ROTHERHAM. MOORGATE GENERAL HOSPITAL. 
(355 Beds. Recognised for training for the F.R.C.S. examination. ) 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time RESIDENT 
SURGICAL REGISTRAR required. Appointment for 1 year 
in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 23rd April, 1956, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 


SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appointments, 
which will be for 1 year in the first instance :— 

REGISTRAR in Psychiatry based at Stobhill 

Hospital, Glasgow. 
REGISTRAR in Surgery based at the 
Glasgow. 

These appointments are subject to the National Health 
Service (Scotland) superannuation regulations. 

Applications (12 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 64, 
West Regent-street, Glasgow, by 21st April, 1956. 


General 


toyal Infirmary, 





SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the appointment 
(resident) of a REGISTRAR in Infectious Diseases at the City 
Hospital, Edinburgh. 

Applications, giving particulars of age, qualifications and 

previous experience, together with the names of 2 referees, 
should be submitted to the Secretary, South-Eastern Regional 
Hospital Board, 11, Drumsheugh-gardens, Edinburgh, 3, by 
28th April. 
SCOTTISH NATIONAL BLOOD TRANSFUSION 
ASSOCIATION. ASSISTANT MEDICAL OFFICER. Appli- 
cations are invited for this post in the Western Regional Blood 
Transfusion Service with headquarters in Glasgow. In addition 
to the collection of blood from donors the post offers excellent 
laboratory experience in blood group serology. Salary £775- 
£1075 p.a. National Health Service (Scotland) superannuation 
regulations. 

Apply in writing to Regional Director, Blood Transfusion 
Serviee, 15, North Portland-street, Glasgow, C.1. 
SCUNTHORPE. WAR MEMORIAL HOSPITAL. (262 
Beds.) SCUNTHORPE HOSPITAL MANAGEMENT COMMITTEE. 
Vacancy for HOUSE PHYSICIAN (1 of 2), pre-registration or 
Senior House Officer. Busy department with medicine, peedia- 
trics, skins and eyes. Busy outpatient clinics offering good 
experience. 

Applications, naming 2 referees, to Group Secretary. 
SHEFFIELD. CITY GENERAL HOSPITAL. (652 Beds. 
Recognised for training for the F.R.C.S. examination.) 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time NON- 
RESIDENT REGISTRAR (orthopedics) required. Appoint- 
ment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 23rd April, 1956, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 

SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
Applications invited for the non-resident post of OPHTHALMIC 
REGISTRAR at the Royal Hospital. Post vacant Ist June. 

Applications, with the names of 3 referees, should be sent 
immediately to the Chief Administrative Officer, The United 
Sheffield Hospitals, West-street, Sheffield, 1. 


SHREWSBURY. ROYAL SALOP INFIRMARY AND 
COPTHORNE HOSPITAL. (500 Beds.) RESIDENT ANAGS- 
THETIST (Senior House Officer). Post recognised for 


F.F.A.R.C.S. Vacant Ist June, 1966. 

Applications and copy testimonials to Group Secretary, 

Royal Salop Infirmary, Shrewsbury. 
SHREWSBURY. ROYAL SALOP INFIRMARY AND 
COPTHORNE HOosSPITaL (500 Beds). GYNACOLOGICAL 
HOUSE SURGEON. 50 gyneecological beds and 2 House 
Surgeons. Post recognised for M.R.C.O.G. Vacant Ist May, 
1956. 

Applications, with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 
SOUTHAMPTON GENERAL HOSPITAL. (Recognised 
for the Membership and Diploma examinations of the R.C.O.G.) 
2 HOUSE SURGEONS (resident) required mid-May and end 
May for Gynecological and Obstetric Unit. Posts tenable for 
6 months. 

Applications, with copies of recent testimonials, should be 

forwarded as soon as possible to Group Secretary, Southampton 
Group Hospital Management Committee, Bullar-street, South- 
ampton. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOS- 
PITAL (278 Beds) and SOUTHAMPTON GENERAL HOSPITAL (471 
Beds). (Recognisede for F.R.C.S.) RESIDENT HOUSE 
SURGEONS required beginning of June. Pre-registration 
candidates eligible. 

Applications, with copies of recent testimonials, should be 
forwarded to Group Secretary, Southampton Group Hospital 
Management Committee, Bullar-street, Southampton. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in General Surgery to fill a vacancy 
in the approved trainee establishment in the Bromley, Kent 
Group of hospitals. The appointment will be in accordance with 
the terms and conditions of service of hospital medical and 
dental staffs (England and Wales), and will be for 1 year in the 
first instance. 

Applications, giving particulars of age, qualifications, and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South Kast Metropolitan Regional Hospital Board, 
11, Portland-place, W.1, not later than 28th April, 1956. 


SOUTH-WESTERN REGIONAL HOSPITAL BOARD. 
Applications are invited from registered medical practitioners 
for the appointment of CLINICAL ASSISTANT to undertake 
1 weekly session in Radiotherapy. The successful candidate will 
work under the general direction of the Consultant Radio- 
therapist at the Royal Devon and Exeter Hospital, Exeter. 
Previous experience in radiotherapy is essential. Payment 
will be at the rate of £175 p.a. per weekly 34-hour session. 
The post is tenable for 2 years but is subject to review at the 
end of the first year. ; 

Applications, stating date of birth, qualifications and experi- 
ence together with the names and addresses of 2 referees, should 
be sent to the Secretary of the Regional Hospital Board, 27, 
Tyndalls Park-road, Bristol, 8, not later than 28th April, 1956. 


STOCKPORT. STEPPING HILL HOSPITAL. Stockport 
AND BUXTON HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited for the post of RESIDENT SENIOR HOUSE 
OFFICER (medicine), vacant 28th May, 1956. 

Applications, stating age, experience and qualifications, 
together with copies of 2 testimonials, to be addressed to the 
Group Secretary, Stockport and Buxton Hospital Management 
Committee, 59B, Shaw-heath, Stockport. 
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STOCKTON-ON-TEES. STOCKTON AND THORNABY 
HOSPITAL. {130 Beds.) TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTER. Applications are invited for the appointment of 
HOUSE OFFICER (surgical) at the above Hospital. The 
appointment is recognised for Pre-registration Service under the 
Medical Act, 1950. 

Applications, stating full details,and giving 2 names for 
reference. to be addressed to the Hospital Secretary. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
Applications invited for HOUSE OFFICER (medical), vacant 
now. Recognised pre-registration post. 

Detailed applications to Group Secretary, Hospital Manage- 
ment Committee, Princes-road, Stoke-on-Trent. 


SWANSEA. MOUNT PLEASANT HOSPITAL. (238 
Beds.) GLANTAWE HOSPITAL MANAGEMENT COMMITTEE. Regis- 
tered medical practitioners are invited to apply for the resident 
appointment of JUNIOR HOSPITAL MEDICAL OFFICER 
for work in the Medical and Surgical Departments, and in the 
Chronic Sick Wards of the above Hospital. 

Applications, stating age, experience and qualifications, 

with copies of 2 recent testimonials, should be addressed to 
the Hospital Secretary. 
SALISBURY GENERAL HOSPITAL. Applications are 
invited for the appointment of SENIOR HOUSE OFFICER 
to the E.N.T. Department. Post is recognised for D.L.O. and 
¥.R.C.S., and is vacant Ist May, 1956. 

Applications, naming 2 referees, to Group Secretary, Salisbury 
Group Hospital Management Committee, Odstock Hospital, 
Salisbury, Wilts. 

SOUTHPORT GENERAL INFIRMGRY. (Recognised for 
F.R.C.S. and pre-registration.) HOUSE SURGEON (general 
surgery and gynecology). Post vacant about 23rd May. 

Apply, with 2 copy testimonials, to Group Secretary, South- 
port and District Hospital Management Committee, Promenade 
Hospital, Southport. 

TORQUAY. TORBAY HOSPITAL. Senior Resident 
HOUSE OFFICER (medicine) required immediately. There 
is & complement of 5 Resident House Officers. 

Applications, stating qualifications, age, nationality, with 

copy testimonials (quoting ref. F.955/68) to the Group Secretary, 
Torquay District Hospital Management Committee, Torbay 
Hospital, Torquay, 8S. Devon. 
WAKEFIELD. PINDERFIELDS GENERAL HOSPITAL. 
SENIOR HOUSE OFFICER required for Orthopedic Depart- 
ment. Salary £745 p.a. Residential accommodation charged 
for at the rate of £155 p.a. 

Apply to undersigned, giving full details of training, experience, 
&c., and 2 names and addresses for reference. 

; W. BowrinG, Group Secretary. 

Victoria Chambers, Wood-street, Wakefield. 

WAKEFIELD. THE GENERAL HOSPITAL, Park, 
Lodge-lane, WAKEFIELD. (158 Beds.) HOSPITAL MANAGEMENT 
COMMITTEE NO. 9 WAKEFIELD A GROUP. RESIDENT SUR- 
GICAL OFFICER (Senior House Officer grade) required 
at the above Hospital. Post vacant from Ist May, 1956. Salary 
and conditions of service in accordance with national 
recommendations. 

Applications should be 
Northgate, Wakefield. 
WARRINGTON INFIRMARY. (172 Beds.) Applications 
are invited for the post of RESIDENT CASUALTY OFFICER 
(Male or Female), vacant in early May. The post is graded 
Junior Hospital Medical Officer. ‘Scale of salary £775 by £50 
rising to £1075, less deduction of £130 for residential emoluments. 
Aponentions will also be considered from Junior Medical Officers 
who would be graded House Officer or Senior House Officer at 
the scale appropriate to the experience of the applicant. Con- 
sideration will also be given to applicants who desire the appoint- 
ment on_a short-term basis. A whole-time Senior Hospital 
Medical Officer is in charge of the Department. 

Applications, stating age, experience and qualifications should 
be forwarded or telephoned to— 

. H. L. Boor, Group Secretary, 
Warrington and District Hospital Management Committee. 
c/o General Hospital (Tel. No. Warrington 1666), 
Warrington, Lancs. 

WARRINGTON INFIRMARY. (172 Beds.) Applications 
are invited from persons experienced in anesthetics for the 
post of RESIDENT AN-EZSTHETIST (Male or Female). 
Graded as Senior House Officer. The Hospital is recognised for 
the D.A. examination. Salary is £745 p.a., less a deduction of 
£2130 p.a. for residential emoluments. 

Applications, stating qualifications and experience, should be 
sent to— H. L. Boor, Group Secretary, 

Warrington and District Hospital Management Committee. 

c/o General Hospital, Warrington, Lancs. 
WELSH REGIONAL HOSPITAL BOARD. 

REGISTRAR (general medicine), St. David’s 
Cardiff. Resident /non-resident. 

REGISTRAR in Anesthetics. Successful candidate will work 
as member of Department of Anesthetics, Cardiff, partly in the 
Teaching and partly in the other hospitals in Cardiff. Duties 
may include undergraduate teaching and assisting with research. 
Non-resident. 

REGISTRAR (obstetrics and gynecology). Based East 
Glamorgan Hospital, Church Village, expected to visit other 
hospitals in Group. Recognised for D.Obst.R.C.0.G. and 
M.R.C.0.G. Resident. 

Subject to review end of first year. 

Application forms from Senior Administrative Medical Officer, 
Temple of Peace, Cathays Park, Cardiff, within 14 days. 
WORCESTER. RONKSWOOD HOSPITAL. (268 Beds. 
Associated with Worcester Royal Infirmary.) HOUSE SUR 
GEON (pre-registration or otherwise) for general surgery and 
urology. 

Applications to Secretary. 


made to the Group Secretary, 1153, 


Hospital, 
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WORCESTER ROYAL INFIRMARY. (213 Beds.) House 
SURGEON (pre-registration or otherwise) required. 

Applications to the Secretary. 

WHITEHAVEN HOSPITAL, Cumberland. (124 Beds and 
Annexe of 27 Beds.) HOUSE OFFICER (obstetrical and 
gynecological). House Officer or Senior House Officer grade. 
Vacant beginning of May. 

Detailed applications, with dates and names of 2 referees, to 
the Group Secretary, Workington Infirmary, Cumberland. _ 
WILLERBY, EAST YORKSHIRE (near Hull). DE LA 
POLE HOSPITAL. (1174 Beds—mental illness and nervous dis- 
orders.) JUNIOR HOSPITAL MEDICAL OFFICER. Hospita) 
has admission-rate of over 850 annually. Modern reception 
hospital, villas and neurosis unit. All modern methods of 
treatment practised. Accepted for D.P.M. training. Residential. 

Application forms from Group Secretary, Hull B Hospital 

Management Committee, at the above address. 
WINDSOR. KING EDWARD VI!I HOSPITAL. Obstetric 
AND GYNECOLOGICAL HOUSE SURGEON required (Male 
or Female) for post vacant 2lst May. Post recognised for 
M.R.C.O.G. and D.Obst.R.C.0.G. Not a pre-registration post. 
Successful candidate will be resident at the Old Windsor Unit 
of the Hospital. Applicants required to be members of a Medical 
Protection Society. : ; 

Applications, stating age, nationality, qualifications with dates, 
with copies of recent testimonials or names of 3 referees, to 
Hospital Secretary by 28th April. Sete 
WOKING VICTORIA HOSPITAL, Woking, Surrey. 
(72 Beds.) SENIOR HOUSE OFFICER (post-registration 
appointment) required for medical and surgical duties. 

Apply, with 2 testimonials, to Hospital Secretary. 
LIMERICK REGIONAL HOSPITAL. (288 Beds.) 2 House 
SURGEONS required immediately for Department of General 
Surgery at the above Hospital (open to pre-registration or fully 
registered practitioners). The posts provide extensive experience 
in acute general surgery. Salary at rate of £325-£375-£425 p.a., 
according to experience. 

Forms of application and full particulars frém the undersigned. 

D. F. Donovan, County Secretary. 

Limerick Regional Hospital. 

NORTHERN IRELAND HOSPITALS AUTHORITY. 
Applications are invited for a whole-time post as REGISTRAR 
in General Surgery at hospitals managed by the Coleraine and 
Portrush Hospital Manacement Committee. The terms and 
conditions will be in accordance with the application of the Spens 
Report to Northern Ireland. 7 

Applications to be made on a form obtainable (with further 

particulars) from the Secretary, Northern Ireland Hospitals 
Authority, 44-46, Queen-street, Belfast, and to be returned not 
later than 30th April. 1956. 
U.S.A. CHURCH HOME AND HOSPITAL, Baltimore 31, 
MARYLAND. Approved ROTATING INTEKNSHIP available 
Ist July, 1956-1st July, 1957, in General Episcopalian Hospital— 
212 Beds. Rounds and lectures available at The Johns Hopkins 
Hospital—5 minute walk. Course at University of Maryland 
Hospital by arrangement. Full maintenance and adequate 
remuneration. 

Contact Director. 


Public Appointments 


BIRMINGHAM. CITY OF BIRMINGHAM. Public 
HEALTH DEPARTMENT. Whole-time ASSISTANT MEDICAL 
OFFICER (Male or Female) for maternity and child welfare. 
Applicants should have had experience in work with mothers 
and children, including a 6 months resident post in a maternity 
hospital and in a children’s hospital. ‘The D.P.H. will be con- 
sidered an additional qualification. The duties will be mainly 
in connection with maternity and child welfare as well as the 
medical aspects of the care of deprived children. Salary £975 
£50-£1375 p.a. according to qualifications and experience. 
Pension scheme (including Widows and Orphans); medical 
examination. : 

Form obtainable from Medical Officer of Health, Council 
House, Birmingham, 3. Applications with 3 recent testimonials 
to be returned by 23rd April, 1956. - 
BRISTOL. CITY AND COUNTY OF BRISTOL. Depart- 
MENT OF PUBLIC HEALTH. Applications invited from registered 
medical practitioners (Male) for appointments (2) of ASSISTANT 
MEDICAL OFFICERS. Salary £975-£50(8)-£1375 p.a. Suc- 
cessful applicants required to carry out maternity and child 
welfare and school health work and such other duties as may 
be required by Medical Officer of Health ; 1 will also act as 
Assistant Port Medical Officer. They must devote their whole- 
time to these duties and not engage in private practice. Appoint- 
ments superannuable subject to passing medica] examination. 

Applications, on forms obtainable from undersigned, to be 
returned by 25th April, 1956. 

R. C. WoFINDEN, Medical Officer of Health. 

Central Health Clinic, G.P.O. Box No. 201, 

Tower Hill, Bristol, 2. 

MANCHESTER. CITY OF MANCHESTER HEALTH 
DEPARTMENT. MEDICAL OFFICER (maternity and child 
welfare ). Applications are invited from registered medical 
practitioners (Male or Female) for the above position on the 
permanent staff. Applicants should have obstetric and/or 
peediatric experience and will be required to undertake duties 
principally in Maternity and Child Welfare Clinics. Possession 
of the D.Obst.R.C.0.G., P.H. or D.C.H. qualifications will 
be an advantage. Salary scale £975 rising tu £1375 p.a. The 
appointment is subject to a medical examination and the City 
Council's conditions of service. 

Application forms obtained on request, must be returned to 
the Town Clerk, Town Hall, Manchester, 2, and not to any 
member of the Council within 21 days of the appearance _o! 
this advertisement. Envelopes must be endorsed ‘Medica! 
Officer, Nursing Services Division.” Canvassing is prohibited. 
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NOTTINGHAM. CITY OF NOTTINGHAM EDUCATION 
COMMITTEE. Applic ations are invited for the post of Whole-ti 
SCHOOL MEDICAL OFFICER on the salary scale £97 
£1375 p.a. The appointment will be subject to the provisions 
of the Local Government Superannuation Acts. 

Further particulars and forms of application may be obtained 
from the Principal School Medical Officer, 28, Chaucer-street, 
Nottingham. F. STEPHENSON, Director of Education. 
TOTTENHAM. BOROUGH OF TOTTENHAM. Applica~ 
tions are invited for the post of DEPUTY MEDICAL OFFICER 
OF HEALTH from duly registered medical practitioners holding 
the Diploma of Public Health. The officer appointed will be 
required to devote 30% of his time to the work of the Area 
Health Service of the Middlesex County Council] as an Assistant 
Medical’ Officer. The combined salary will be not less than 
£1461 10s. 3d. p.a. rising by annual increments to £1791 15s. 3d. 
p.a. The appointment is subject to the provisions of the Local 
Government Superannuation Acts, 1937 to 1953, and to the 
passing of a medical examination. Details of the terms of the 
appointment may be obtained from the Medical Officer of 
Health, Town Hall, Tottenham, N.15. 

Applications must be received by the undersigned in envelopes 
endorsed ‘‘ Deputy Medical Officer of Health ” not later than 
NOON on Saturday, 28th April, 1956. Canvassing disqualifies 

M. LInDsAY TAYLOR, Town Clerk. 

Town Hall, Tottenham, N.15. 

GOLD COAST LOCAL CIVIL SERVICE. Gold Coast 
MEDICAL SERVICE. SPECIALIST OPHTHALMOLOGIST 
required to operate an ophthalmological unit in a major hospital 
and to study diseases of the eye in the field as and when required. 
Candidates must be registered medical practitioners holding 
either a Fellowship of 1 of the Royal Colleges of Surgeons or a 
Diploma in Ophthalmology, and must have had not less than 
4 years approved full-time hospital experience in eye diseases, 
preferably under the direction of a fully qualified specialist, 
after hospital experience gained in House posts. Appointment 
would be to the Gold Coast Civil Service on contract for 2 tours 
of duty of from 18 to 24 months each in the first instance with 
gratuity on satisfactory completion of service. Basic salary 
scale would be £2400—£2700 a year. Gratuity (taxable) would be 
payable at the rate of £12 10s. for each completed month of 
service. A candidate in the National Health Service may leave 
the National Health Service, but retain his superannuation rights 
(up to a maximum stay of 6 years). Salary in this case, would 
be in the scale £1900—£2200 a year, and the gratuity 20 of of the 
aggregate of salary. Starting point in both salary scales is 
determined according to qualifications and experience. Quarters 
when available are provided at rental not exceeding £150 p.a. ; 
income-tax is payable at local rates; free passages provided 
for Officer, wife, and up to 3 children under 13 years of age. 
Generous home leave. 

Application forms from Director of Recruitment, Colonial 

Office, Sanctuary Buildings, Great Smith-street, London, 8.W.1 
(quoting reference No. BCD.117/13/03). 
GOVERNMENT OF TRINIDAD. Applications are 
invited from doctors with qualifications registrable in the 
United Kingdom for appointment as MEDICAL OFFICER 
(Grade B), Public Health Department, Venereal Disease Divi- 
sion, Trinidad, to undertake and supervise diagnostic and treat- 
ment measures in various venereal disease and yaws treatment 
centres ; to supervise the work of Junior Medical Officers, 
teach control and treatment measures to junior medical and 
nursing staff and codperate with Public Health Officers in 
effecting such control. Applicants should hold the Diploma in 
Public Health or equivalent qualification and have had 3 years 
post-registration experience (2 of which spent in V.D. work). 
Appointment can be made on a permanent basis with pension 
(non- err or on short-term agreement. A candidate 
in the National Health Service may leave the National Health 
Service but retain his superannuation rights (up to 6 years) 
and receive a gratuity of 20% of the aggregate of his salary 
after the end of his engagement. Salary scale ranges from 
B.W.1. $6720 to B.W.I. $7200 (£1400-€1500) p.a. (1 B.W.I. 
S$ equals 4s. 2d.). If government quarters are provided a small 
rental is charged. Where government quarters are not provided 
an allowance in lieu is payable. Free passages on first appoint- 
ment are provided for Officer and family not exceeding 5 persons 
in all, also free passages on leave subject to a maximum of 3 
adult fares. Income-tax at local rates. Local leave is permissible 
and generous home leave is granted after each tour. Tour of 
service is 3$ years. Educational facilities are available. 

Application forms from the Director of Recruitment, Colonial 

Office, Sanctuary Buildings, Great Smith-street, London, S.W.1 
(quoting reference No. BCD. 117/38/014). 
GOVERNMENT OF SEYCHELLES. Medical Officers 
required for general duties in Seychelles. Appointment on 
permanent basis, with pension (non- contributory) at the rate 
of 1/600th of the final pensionable emoluments for each com- 
pleted month of service, or on short-term contract with gratuity 
payable on completion of engagement. Candidates in the 
National Health Service may leave but retain their super- 
annuation rights during their time overseas (up to 6 years) 
and receive a gratuity (taxable) of 20% of the aggregate of their 
salary on leaving overseas employment. Salary scale ranges 
from £885 to £1231 10s. a year. Starting salary according to 
qualifications and experience. A temporary, variable, and non- 
pensionable cost-of-living allowance is also payable subject 
to a maximum allowance of £121 10s. a year. Income-tax at 
local rates. Private practice is not permitted. Quarters, if 
available, will be provided at a rental of 10% of basic salary 
up to a maximum of £11 5s. a month. Free passages are provided 
in both directions for the Officer, his wife and family up to the 
cost of 3 adult fares. Generous home leave is granted after each 
tour of service. Candidates must possess medical qualifications 
registrable in the United Kingdom. 

Application forms from the Director of Recruitment, Colonial 
Office, Sanctuary Buildings, Great Smith-street, London, S.W.1 
(quoting reference No. BCD. 117/54/02). 








DUBLIN. eee APPOINTMENTS COMMISSION. 
Positions vacan 

(1) ASSISTANT PATHOLOGIST, St. Kevin’s Hospital, 
Dublin. Salary scale : £1182-£1821. Essential qualifications 
include : (i) at Jeast 5 years experience in pathological work, 
especially in Morbid Anatomy and Histopathology ; (ii) > 


M.Se., Ph.D., M.R.C.P.1., or equivalent. 

(2) HA MATOLOGOGIST, St. Kevin’s Hospital, Dublin. Salary 
scale : £1182-£1608. Essential qualifications include : (i) at 
least 5 years experience of hematology; (ii) M.D., M.Sc., 
Ph.D., M.R.C.P.1., or equivalent. 


Upper age limit for posts 1 and 2, 40 years, with extensions 
in ce — cases 

(3) E.N.T. SPECIALIST, Galway County Council. Salary : 
£800 plus use of certain beds. Essential qualifications include : 
(a) at least 4 years specialisation in E.N.T. work, wert Ym 
performance of major surgical operations ; (6) M.Ch., F.R.C 
Diploma in Otorhinalaryngology or equivalent. 

(4) PASDIATRICIAN, Limerick County Council. Salary : 
£500 plus use of certain beds. If required to perform duties at 
the Regional Maternity Hospital when completed the salary 
will be £800. Essential qualifications include : (a) at least 4 
years experience in pediatrics ; (b) M.D., M.R.C.P.I. or equiva- 
ent ; (c) D.C.H. or equivalent. 

Minimum age limit for posts 3 and 4, 30 years. 

Application forms and partic ulars from the Secretary of the 
Commission, 45, Upper O’Connell-street, Dublin. Latest time 
a receiving completed application forms 5 P.M. on 20th April, 

56. 

GOVERNMENT OF BAHRAIN. MEDICAL DEPART- 
MENT, BAHRAIN, PERSIAN GULF. The Government of Bahrain 
invites applications from British Doctors for the posts of :— 

(1) OPHTHALMOLOGIST (D.O.M.S.). Age 28-50. Starting 
salary at age 28 = Ht — reaching £3140 with propor- 
tionate increments at 

(2) Male REGISTRAR. “(. R.C.S.). Age 28-40. Starting 
salary at age 28 = £2150 p.a. reaching £3140 with proportionate 
increments at £45 p.a 

(3) Lady DOCTOR (F.R.C.S. or M.R.C.O.G.). Age 28-50. 
Starting salary at on, a, = £2150 p.a. reaching £3140 with 
proportionate increments 

(4) Lady DOCTOR MEDICAL, “OFFICER. Age 28-40. 
Starting salary at age 28 = £1550 p.a. reaching £2090 witb 
proportionate increments at £45 p.a. 

No allowances. No income-tax. Pension scheme. European 
private practice only. Free flat with hard furnishings and trans- 
ae. Agreement for 2 years, renewable, with 5 months home 
eave on full pay and free air passages. 

Applications, with 3 testimonials and photograph, should 

be addressed direct to the Chief Medical Officer, Bahrain 
Government. R. H. B. Snow, Chief Medical Officer, 
” Bahrain Government. - 
GOVERNMENT OF TANGANYIKA. Specialist (Child 
Health) required to be responsible for the organisation and 
promotion of Child Health Services throughout the ey 
and to perform such other related duties as may be assigned. 
Appointment on contract for 1 tour of 30-36 months in the 
first instance for which. subject to satisfactory service, a gratuity 
(taxable) will be payable at the rate of 134% of salary drawn, 
excluding allowances. Salary in the scale £2000-£2100 a year, 
plus a cost-of-living allowance of £162 a year. A candidate from 
the National Health Service would be appointed on terms 
providing for the retention of his superannuation rights. Quarters 
are generally available at rental of £150 a year. Free passages in 
both directions for Officer and wife up to the cost of 1 adult 
fare for children. Taxation at local rates. Annual local leave 
permissible. Educational facilities are available. Candidates 
must possess medical qualific ations registrable in the United 
Kingdom and the M.R.C.P. or equivalent higher qualification. 
Special expérience in child health work is necessary, and it is 
thought that candidates would normally have the D.C.H. 
though this is not essential. 

Application forms from Director of Recruitment, 

ffice, Sanctuary Buildings, Great Smith-street, 
S.W.1 (quoting reference No. BCD. 117/8/021). 
MIDDLESEX COUNTY COUNCIL. County Health 
DEPARTMENT. ASSISTANT MEDICAL OFFICER (Male or 
Female) required initially in Area No. 10 (Staines, Feltham, 
Twickenham and Sunbury). Duties include supervision of health 
of school-children, mothers and young children, attending health 
clinics and routine medical inspections at sc hools. Experience 
in these branches of public health work an advantage. Salar 
£975-£50-£1375 p.a. inclusive. Established, pensionable 
subject to medical assessment and prescribed conditions. 

Apply (no forms), stating age, qualifications, experience, and 
names of 2 referees, to Area Medical Officer, Elmfield House, 
High-street, Teddington, by 28th April (quote 38.612L.). 
Canvassing disqualifies. 


Colonial 
London, 


THE MEDICAL SERVICE OF THE ROYAL NAVY 
VACANCIES FOR MEDICAL OFFICERS 


Candidates are invited for Short Service Commissions of 
3 years, on termination of which a gratuity of £450 (tax 
free) is payable. (Longer Short Servite Commissions can be 

obtained, as an alternative of 4 years duration with gratuity 
of £600 (tax free).) Ample opportunity is granted for 
transfer to Permanent Commissions on completion of 1 
year’s total service. Officers so transferred are paid 
instead a grant of £1500 (taxable). 

All entrants are required to be British subjects whose 
parents are British subjects, to be medically fit, and to 
pass an interview. 

Full particulars from the Admiralty Medical Depart- 
oR Queen Anne’s Mansions, St. James’s Park, London, 
S.W.1. 
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HER MAJESTY’S OVERSEA CIVIL SERVICE. Medical 
BRANCH—UGANDA. MEDICAL OFFICER required for general 
duties and to assist with training subordinate African medical 
staff. Appointment can be made (subject to 2 years probation) 
on @ permanent basis with pension (non-contributory) or on 
short-term contract with gratuity. Salary scale ranges from 
£1116 to £1836 a year, plus a temporary (non-pensionable) 
cost-of-living allowance of 10% of salary subject to a maximum 
of £162 a year. Starting salary is determined according to 
qualifications and experience. Pension is earned at the rate of 
1/600th of final pensionable emoluments for each completed 
month of service. The gratuity (taxable) in respect of contract 
service is 134% of total salary drawn, not including allowances. 
Candidates in the National Health Service may leave the 
National Health Service but retain their superannuation rights 
up to 6 years and receive a gratuity (taxable) of 20% of the 
aggregate of their salary after the end of their engagements. 
Permanent Medical Officers are eligible to be considered at any 
time for promotion to super-scale posts in Uganda and other 
territories in medical administration or, if they possess appro- 
priate qualifications and suitable experience, in specialist posts. 
Quarters are provided at low rental, items of hard furniture 
supplied at rental of £12-£24 a year. Free passages provided in 
both directions; for officers serving tour of 30-36 months, 
4 air passages provided for Officer, wife, and dependent children 
or sea passages up to cost of 3 adult fares ; for officers serving 
short tours of 12-18 months, passages provided for Officer, 
wife, and all dependent children. Educational subsidies are 
payable to officers, which vary from £90 a year (or half the 
school fees, whichever is less), for the primary education for the 
first child, to £190 a year (or three-fifths of school fees, which- 
ever is less for secondary education for each of second and 
subsequent children. Education facilities are available in East 
Africa, though many parents send their children home to United 
Kingdom for secondary education. Income-tax at local rates. 
Local leave is permissible and generous home leave is granted 
after each tour. 

Application forms from Director of Recruitment, Colonial 

Office, Sanctuary Buildings, Great Smith-street, London, 
S.W.1 (quoting reference No. BCD.117/9/02). 
LANCASHIRE COUNTY COUNCIL. Applications 
invited from registered medical practitioners for appointment 
of ASSISTANT DIVISIONAL MEDICAL OFFICERS in the 
Boroughs of Eccles, Lytham st. Annes and in areas adjacent 
to Oldham and St. Helens-Warrington. Possession of D.P.H. 
desirable. Salary £975-£1375 p.a. Travelling and subsistence 
allowances where applicable. 

Application forms and further particulars from County 
Medical Officer, Serial 553, East Cliff County Offices, Preston. 
SURREY COUNTY COUNCIL. Applications are invited 
for the appointment of Full-time ASSISTANT MEDICAL 
OFFICER. Applicants must possess either the D.P.H. or D.C.H. 
The main duties will be in connection with the School Health 
and Maternity and Child Welfare Services. Salary according 
to experience on the grade £975-£50—£1375 p.a. The appoipt- 
ment is subject to satisfactory medical examination, to the 
provisions of the Local Government Superannuation Acts, 
1937-1953, and to 3 months notice on either side. 

Application forms, from the County Medical Officer, County 
Hall, Kingston upon Thames, to be returned by 28th April, 
1956. 

SUDAN GOVERNMENT. The Ministry of Health, Sudan 
Government, invites for the following posts : 

BACTERIOLOGIST. Candidates should have specialist 
experience in bacteriology, and in a reputed Institute. Salary 
ranges from £EL750 to £E2330 p.a. (for Junior Specialist) or 
a fixed salary of £E2500 p.a. (for Specialist ). 

Male SPECIALIST SURGEONS AND GYN-ECOLOGISTS. 
Candidates must possess adequate professional —ae 
for the type of post, viz., M.R.C.P., F.R.C.Ss., or M.R.C.O.G. 
Age should be 28-43. Salary ranges from £E1750 to £E:% 330 p.a. 
(for Junior Specialists) or fixed rate of £E2500 p.a. (for 
Specialists). 

Candidates for these posts may apply for secondment from 
the National Health Service for a period of up to 3 years under 
the terms of circular letter No. RHB/(52)106EG(52)101 of 
30th September, 1952. 

All the above appointments will be on short-term contracts 
for a period of up to 3 years and starting-rates of pay will be 
determined according to age, experience and qualifications. 
In certain cases a cost-of-living allowance is also payable at 
present. A bonus of 1 months salary for each year of service, 
subject to a maximum of 6 months pay is payable on satisfactory 
completion of the contract. Outfit allowance of £E50 is payable 
when the contract is signed. Free passage on appointment. 
Annual leave after the first tour. 

Further particulars and application form will be sent on 
application to Dr. E. P. Pratt, Consultant Physician to the 
Sudan Government, 137, Harley-street, London, W.1 


Hospital Services : Non-Medical Appointments 


ROCHDALE AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited from suitably 
qualified persons for the whole-time post of BIOCHEMIST 
(senior grade ) to the Rochdale Group of hospitals. The successful 
applicant will be required to work under the Consultant Patholo- 
gist and to perform biochemical estimations and examinations 
for the hospitals and clinics of the Group. Further details may 
be obtained from the Group Pathologist, Birch Hill Hospital, 
Rochdale. Commencing salary dependent on qualifications and 
experience, rising to a maximum of £1230 p.a. 

Applications, together with names and addresses of 3 referees, 
should be forwarded te the Group Secretary, Cent Offices, 
Birch Hill Hospital, Rochdale, Lancs, as soon as possible. 














General Practice 


For an Executive Council post (England and Wales) apply on form | E.C.164 
obtainable from the council. Mark envelope ‘* Vacancy."’ 


HIGHBRIDGE, SOMERSET. Applications are invited 
for a VACANCY (semi-rural) due to resignation arising 30th 
June or earlier. List 1889, of which 70 are dispensing patients. 
tesidence and surgery available for purchase. Applications on 
Form E.C.164 before 28th April, 1956, to the Clerk, Somerset 
Executive Council, 11, Elmhyrst-road, Weston-super-Mare, 
Somerset. 








Miscellaneous 
To non-professional posts the Notification of Vacancies Order 1952 applies. 


Senior Pharmacologist. May & Baker Ltd., Dagenham, 
Essex, invite applications for the post of Senior Pharmac ologist. 
Candidates should have research experience, and the duties 
of the person appointed will be to conduct research and to assume 
the responsibilities of Head of a department. Facilities for 
research are being extended by the erection of new biological 
laboratories. Salary will be commensurate with qualifications 
and experience.—Apply initially in writing to the Personnel 
Officer, quoting reference No. 771 

Boots Pure Drug Co. Ltd. have a vacancy in the Biology 
Division of the Research Department for a Senior Research 
Pharmacologist for long term research work of considerable 
interest. This is a senior position, and applicants (age under 
40 years) should have had some years research experience. 
Applications should be addressed to the Personnel Manager, 
Boots Pure Drug Co. Ltd., Station-street, Nottingham. 

Boots Pure Drug Co. Ltd. invite applications from 
registered medical practitioners for an appointment as Assistant 
Medical Adviser in the Medical Department of Boots Pure 
Drug Co. Ltd. The functions of this Department include a close 
collaboration with the Research Department, the organisation 
of clinical trials, the provision of a comprehensive medical 
information service and the supervision of thedical literature. 
Applicants must have had several years clinical experience, 
should have an extensive knowledge of medicine and some 
experience of clinical or laboratory research. A practical know- 
ledge of tropical medicine would be an advantage. 

Applications and requests for further details should be sent 

to the Head of the Medical Department, Boots Pure Drug Co. 
Ltd., Station-street, Nottingham. 
Australian Red Cross Society. New South Wales Division. 
Applications are invited for the position of Assistant Director 
in the Blood Transfusion Service. The position is full-time 
without the right of private practice and the saiary is £2500 p.a. 
Australian currency. The successful applicant will be expected 
to assist the Director in the supervision of blood collection and 
laboratory procedures. Experience in laboratory methods is 
essential. 

Written applications should be addressed to the General 
Secretary of the Australian Red Cross Society, New South 
Wales Division, 27, Jamison-street, Sydney, N.S.W., and 
should state age, academic record, war service iif any) and post - 
graduate experience, especially in laboratory methods. 

Assam. British Medical Officer. Required for old- 
established group of Tea Estates. Age preferably 30-40 years. 
Tropical clinical and hygiene experience an advantage. 3-year 
agreement. Commencing gross income, including dearness 
allowance, the equivalent in Rupees of approximately £206 
per month. Bungalow with basic furniture, lighting, heating 
and servants free ; car provided.—App lications, with 3 names 
for reference purposes, to: Address, No. 209, THkr LANCET 
Office, 7, Adam-street, Adelphi, London, W.C.2. 
Applications invited for position in Medical tnformation 
Department of leading Pharmaceutical House in West End of 
London—good knowledge of pharmacy and therapeutics with 
aptitude for writing. Age not over 40. 5-day week ; con- 
tributory pension scheme.—F ull particulars of qualific ations and 
experience to : Address, No. 210, Tur LANCET Office, 7, Adam- 
street, Adelphi, London, W.C.2 

“ Pregnancy Diagnosis by the Xenopus Method,” 24-hour 
service. Send specimen of urine and £1 Is. fee. Heematology, 
Biochemistry, Flame Photometry.—-WELBECK BIOLOGICAL 
LABORATORIES, 26, Park-crescent, Portland-place, Ww 
(MUSeum 5386-7). 

Applicants for posts requiring testimonials copied or 
duplicated should communicate with MANTON SECRETARIAL 
SERVICE LTp., 98, Victoria-street, S.W.1 (Phone: VICtoria 
0141), who are specialists in this kind of work. 

Typewriting and Duplicating. First-class work at moder- 
ate prices by experienced medical typists. Electric machines. 

SYBIL RANG, 21, Heath-street, Hampstead, London, N.W.3 
(HAM 5329/0504). 

Austin House offer limited number new car deliveries 
at reduced hire purchase and insurance rates to proven essential 
user members of Medical Profession. Brochures, application 
forms free.—Austin House, 142, Golders Green-road, Golders 
Green, London, N.W.11. 

Quakerism. Information respecting the Faith and Practice 
of the Religious Society of Friends (Quakers) free on applica- 
tion to the Friends Home Service Committee, Room 8, Friends 
House, Euston-road, London, N.W.1. 

Microscopes. Highest prices paid for good modern types. 
Send or bring ) our equipment for valuation.—WALLACE HEATON 
Ltp., 127, New Bond-street, W.1. 

Provincial doctor would greatly appreciate social contact 
for his student son aged 21, lonely in lodgings in S.W.4.— Address 
a 208, Tue LANceT Office, 7, Adam-street, Adelphi, London, 
W.C.2. 
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The honey appearance and citrus flavour of VI-DAYLIN assure 


< 





Each 5 cc. of 
Vi-Daylin contains 














ViraminA..... 3,000 i.u. 
Vitamin D 


Aneurine 


Ascorbic Acid, B.P. .. 40 mg. 
Nicotinamide, B.P. 10 mg. 


Pyridoxine 
Hydrochloride. .0.5 mg. 
/ 


Hydrochloride B.P. 1.5 mg. 
Riboflavine, B.P. .... 1.2 mg. 


acceptance by children. They love to lick the spoon clean. 

No nasty fishy odour, no resistant stains. "A well 

balanced formula supplying seven important vitamins for 
growing children. Stable for two years without refrigeration. 
Can be mixed with juices, milk, soft foods for infants. 


VI-DAYLIN is available from all chemists, in 90 cc. bottles. 


. 


...- Many doctors prescribe 


VI-DAYLIN 


TRADE MARK 


(Vioscerol), B.P. 800 i.u. 


Homogenized mirzture of vitamins A, D, By, B2, Bs, C and Nicotinamide, Abbott 


ABBOTT LABORATORIES LTD- PERIVALE - GREENFORD - MIDDLESEX 
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Angina Pectoris 


In ‘Pentoxylon’ the tranquillizing, bradycardic influence of 
*Rauwiloid’ brand alkaloid hydrochlorides of Rauwolfia serpentina 


is allied to the prolonged vasodilating effect of pentaerythrityl tetra- 





nitrate. This new combined therapy represents an important advance 
in the long term treatment of angina pectoris. 

Although some patients will still occasionally require glyceryl 
trinitrate, in many others ‘Pentoxylon’ will provide complete relief 
from anginal attacks. It will also bring: ‘‘gratifying reduction of 
anxiety and relief of apprehension ...’’ 

North-West Med. (1955) 54: 34 
Dose: 1 tablet four times a day, before meals, increased later 


if necessary. 


RI R *Pentoxylon’ is available in tablets, each containing 
1 mg. of ‘Rauwiloid’ and 10 mg. of pentaerythrityl 


tetranitrate, available in bottles of 25, 100 and 500. 





*RAUWILOID’ and 
*“PENTOXYLON’ are registered trademarks | 
Registered Users: | 


Ri KER LABORATORIES LTD 


LOUGHBOROUGH LEICcsS,. 
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